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The Maxillary Antrum consists of a cavity pyramidal in shape, 
having four walls; the apex directed outward; the base or inner 
wall, corresponding to the external wall of the inferior and middle 
meatus ‘of the nasal fossa. 

The antra are nearly symmetrical in the same subject, but in cer- 
tain instances, septa may be present with ostia of communication. 

Gruber! reports having encountered a complete septum in five 
cases in two hundred examined, one being bilateral. 

Sieur and Jacob? found no complete septum in their report of one 
hundred and fifty cases. 

Zuckerkandl has reported a case where there existed two cavities 
communicating with the nasal cavity by separate ostia, but not with 
each other. 

Small ridges of bone or semi-lunar diaphragms of fibrous tissue 
are often encountered obtruding the angles of the antrum, which be- 
come of great surgical importance. The prolongations of the angles 
are sometimes closed by a thin bony lamina having a small ostium. 
These accessory recesses are only discovered by most careful investi- 
gation of the corners. Their escape from observation has rendered 
futile several operations, as reported by Luc and Lermoyez.t A 


* Read before the ninth annual meeting of the American Laryngological, Rhinological and Oto- 
logical Society, Lexington, Ky., May 1, 1903. 

1 Virch., Arch., Vol. CXIII. 

2 Sieur & Jacob, Recherches sur les Fosses Nasal. Paris, 1901. 

t S. & J., loc, cit, 
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reinfection of the sinus after a radical operation should always lead 
us to a suspicion of the existence of one of these retention crypts, 
The angles sometimes take the form of horns extending upward at 
the expense of the orbital wall. In one case in my own practice | 
found that the anterior superior angle communicated directly with 
the frontal sinus of that side; there being two distinct openings in 
the floor of the frontal sinus and no apparent opening into the nasal 
cavity through the wall of the abnormal antro-frontal canal. 

Leaving the consideration of the angles we find that various bony 
ridges traverse the walls. The most constant ridge is the contain- 
ing wall of the superior maxillary nerve and artery which cross the 
orbital to emerge at the superior border of the anterior wall. This 
ridge when very pronounced makes pockets on either side, often dif- 
ficult to curette. ; 

The ridge itself is very thin and must be handled with great 
delicacy in the surgical work of the antrum. Pressure on the nerve 
trunk by retained pus, or an osteitis of the canal wall, undoubt- 
edly explains the great pain often encountered with inflammation in 
the antrum. The anastomosis between the lachrymal branch of the 
ophthalmic (Willis’) and the orbital branch of the sup. maxillary 
given off within the canal, will account for the disturbances of 
lacrymation frequently noticed in empyemas of the antrum. 

While nerve lesions may arise from pus entering the canal, on 
the contrary Langenbeck* cites two cases in which a resection of the 
infra-orbital nerve produced an infection of the antrum. 

The Internal Wall is interesting from a surgical standpoint, in 
that it collaborates the external wall of the lower and middle meatus 
and is crossed obliquely from before backwards and above down- 
wards by the insertion of the inferior turbinate bone, which may be 
said to divide this wall into two triangles, of which we will speak 
later. From the anterior attachment we first find the thickened ridge 
containing the nasal duct or lachrymal canal, occupying the anterior 
fourth of the wall. Directly behind this in the middle meatus we ob- 
serve the natural orifice of the antrum, the ostium mavillare. 

In the inferior portion, the wall limiting the inferior meatus, is 
composed of thin bone. The superior portion corresponding to the 
wall of the middle meatus is at first bony, but behind the ostium, for 
three-eighths to five-eighths of an inch, it consists of membranous 
tissue, only strengthened by the uncinate process of the ethmoid. 
Finally the wall meets the maxillary and ascending processes of the 


* Arch, f. Klin. Chir., 181, 9. 
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palate bone and for the last three-eighths of an inch becomes bony 
once more. The wall in the region of the middle meatus is so deli- 
cate that it is easily penetrated by the little finger. In operating, a 
bistoury readily divides the slender uncinate process. 
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Plate 1. Showing operative schematic plan of internal antral wall. C. Center of opening through 
canine fossa, L.C. Cribriform plate. S. Sphenoid sinus. O. M. Ostium maxillare. D. Region of the 
lachrymal canal. Both turbinates have been removed and also the internal lamina of the ethmoid with the 
middle turbinate, to show the ethmoid cells. The angle A, C, P, equals 45°, L,C,C, P equals 90°. A. 
Anterior wall of sphenoidal sinus. The distance C. A. equals 2 inches (5 c.m.). C. L. C, equal 1% 
inches (4. m.). B. Posterior limit of cribriform plate which forms the roof of the nasal cavity between the 
lamina perpendicularis and internal lamina of the lateral mass of the ethmoid. 

Middle of canine fossa to anterior wall of sphedoid, 2 inches (5c. m.). Middle of canine fossa to crib- 
riform plate, 1% to 1% inches (4 c. m.). 

It should be remembered that the descending branch of the spheno-palatine artery is in relation to the 
ascending portion of the palate bone, and, in curetting and chiselling in the posterior border, this must be 
borne in mind. 


So easy is it to dissect the inner wall from its superior attachment 
it would seem that Nature had intended to leave this gateway to the 
posterior ethmoid cells and the sphenoidal sinus via the maxillary 
antrum. Through this route Jansen makes his bold journey, as does 
Luc and other operators. The best view of the sphenoidal wall is 
thus obtained. 
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Mosher* gives the distances from the canine fossa as follows, 
50 heads average: 

After the anterior wall is well removed in the radical operation, a 
sinus lamp introduced into the nose will show the insertion of the 
inferior turbinate bone. We observe that this line of insertion does 
not divide the quadrilateral base into two triangles, but that the pos- 
terior insertion is about 34 of an inch above the post. inf. angle of 
the internal wall. For all practical purposes, however, we may con- 
sider this a triangle and remember that the antero-inferior triangle 
has to do with the inferior meatus and the post. superior triangle with 
the middle meatus. This superior triangle presents to us points of 
especial surgical interest. Through this triangle which is so easily 
broken down in its centre we have the anatomical bearings as fol- 
lows: After breaking the antrum wall the infundibulum or the 
gutter of the unciform is entered. The Bulla presents itself in the 
meatus above the entrance of the curette. The space between the 
3ulla and the unciform is called the Hiatus Semilunaris. Above and 
anterior to the curette are the anterior ethmoid cells, made up of their 
uncinate and lachrymal walls. These cells vary in number from 3 
to 5. By breaking down the Bulla, we are in relation to the anterior 
cells situated further back, by some authors called the middle group, 
whose ostia open into the gutter of the Bulla. Sometimes the Bulla 
contains a cell which opens into the superior meatus, but usually all 
the cells open into the antero superior extremity of the gutter of the 
Bulla. One of these two or three cells which make up the pyra- 
mid of the Bulla, may make an excursion into the frontal sinus, or 
above the orbit at the expense of its superior wall. Very frequently? 
the bulla is made up of two anterior and one posterior ethmoid cells. 
While these two groups of cells are often independent, they may 
communicate with each other. From a clinical standpoint infection 
of the whole group is facilitated from the fact that the gutters of the 
uncinate and Bulla approach each other anteriorly. The curette pass- 
ing backward but in a horizontal plane, may now be interrupted by 
the middle turbinate, which we remove and disclose the posterior eth- 
moid cells. These cells number from three to four and open into 
the superior meatus in its anterior portion. The cells may be classi- 
fied as superior, postero-inferior and bullar in that the latter corre- 
sponds to the base of the bulla ethmoidalis. The postero-inferior 
cell is in intimate relationship in the external half of its posterior 
wall with the sphenoidal sinus and sometimes communicates with it. 


* Tue Laryncoscopg, Vol. XIII, No. 3. 
+ Sieur and Jacob say that they have found this condition to exist in 60 of 100 cases examined. 
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The optic nerve is in close proximity to the cell wall. These cells 
may extend into the lesser wings of the sphenoid or, like the anter- 
ior cells may make excursions toward the cranial cavity, the orbit, 
or into the middle meatus. 

Next in sequence we come to the sphenoid, which, should we 
choose to enter in this manner, viz., through the canine fossa, antrum 
and middle meatus, would be the object of our attack. So much 
for the posterior superior triangle; the inferior triangle will be con- 
sidered later on. 

The floor of the antrum corresponds to the alveolar process anter- 
iorly and posteriorly presents a curved wall which loses itself in the 
posterior wall and roof. 

The floor over the dental region is often intruded by prominences 
representing the roots of the teeth. Care should alwasy be taken 
to find out whether there is inflammation at this border. The apex 
of this rather schematic pyramid looks toward the zygomatic fossa 
and presents no especial point of interest. 

Lastly we come to a consideration of the anterior wall, which pre- 
sents a convexity situated between the canine and molar ridges, cor- 
responding to the depression in the superior maxilla known as the 
canine fossa. Through this fossa entrance is made, as will be de- 
scribed later, for the radical antrum operation, as well as for the 
various operations upon the ethmoid cells and the sphenoid sinus. 

Having briefly described the antral cavity, let us now consider the 
means employed to perform the so-called antral operations and dis- 
cuss their relative merits. 

Having determined that a pus discharge is established from one 
nostril; possibly confirmed by transillumination to be from the max- 
illary antrum, we seek by elimination of contributing frontal sinus 
trouble to verify the diagnosis. To do this we must find out if there 
is pain or tenderness on pressure, over the frontal, or orbital wall of 
the sinus of the corresponding side, or if on stooping to the floor 
there is a sensation of pressure, pain or fullness in the region of the 
eyebrow. Having satisfied ourselves that the antrum disease is not 
a secondary complication of a frontal sinus inflammation, or of dis- 
ease of the anterior ethmoid cells, and that the cavity has not become 
merely a reservoir of pus from above, we seck to determine the 
following points : 

Ist. Is a diseased tooth the cause of the antrum trouble? 

2nd. Is the discharge of recent origin (acute), or, 

3rd. Has the suppuration been of so long: standing that the 
mucous lining of the sinus is affected (chronic) ? 
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It is the determination of those points that indicates our choice 
of treatment. 

Let us first determine if the second bicuspid or the first or second 
molar is diseased at the root. If there are indications of decay or 
a dead tooth, we must decide whether it is not better to remove 
this possible source of inflammation, even if after exploratory 
puncture through the socket we decide upon a radical operation 
through the anterior, or inner wall of the antrum. If we have an 
acute case to deal with, before we perforate we should always at- 
tempt to wash the cavity through the natural orifice, for in about 
three cases in ten we are able to do this by means of a Hartmann 
canula passed about 444 centimeters from the vestibule. The ostium 
maxillare is usually situated near the anterior angle of the middle 
meatus. 

By passing the canula through the hiatus semilunaris and along 
the outer upper wall of the meatus we may engage the tip and by 
turning the shaft slide the curved end into the antrum, I have found 
the hand piece of the Alpha No. 2 syphon douche the most con- 
venient attachment for antrum tips, as it is very light in weight and 
of the same shape as a Davidson family syringe. 

If we can secure resolution and resorbtion in ten days’ washing we 
may not require further operative treatment. If, however, the pus 
continues to appear in the finger bow], held under the nose in douch- 
ing, and we have pain and evidence of inflammatory changes in the 
mucous lining as evidenced by transillumination, we must decide 
upon another method of cure. 

Provided it is impossible to wash the antrum through the natural 
orifice, we must trephine or drill through the alveolar process of a 
tooth which we have extracted, or through the socket of a lost 
molar or bicuspid. 

This procedure, however, is only to be thought of, when we 
suspect the root of a tooth as a possible complication, otherwise we 
may make an exploratory puncture through the middle meatus wall, 
the inferior meatus wall, or through the canine fossa, and try to 
cure the acute disease by irrigation. 

I have found Tr. iodine 3i, acid carbolic 3 ss, Sat. sol. boric acid 
q. s. ad. O i, an excellent irrigation solution during the acute stage, to 
be reduced finally to saturated boric acid solution. The question as 
to how long a time we should permit our patient to attempt a cure 
by irrigation is a very difficult one to solve. It in a great measure 
depends upon the temperament of the person. I have had a case 
of long-standing antrum suppuration, where the pus evacuated by 
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an alveolar puncture was most offensive and suggestive of extensive 
degeneration of the membrane, become entirely healed after eighteen 
months of constant irrigation. The gentleman, aged 40, was of ex- 
cessive nervous temperament and absolutely refused a radical opera- 
tion. It is now two years since his recovery, and the antrum is per- 
fectly normal. The man wore a hard rubber peg which he kept in 
place by a piece of chewing gum or absorbent cotton pressed between 
the teeth. These pegs are very convenient; they may be filed down, 
and polished by being rubbed on the surface of a perscription pad. 
The best obturator for an exploratory puncture in the canine fossa 
is made by rolling up a half-inch square of a sheet of dental gutta 
percha and flattening the end into a kidney-shaped shield, which 
while soft may be made to fit the irregularities of the gum, before 
being plungéd in ice water. The peg should be half an inch long, 
inserted at the top of the shield and curved slightly downwards. 


Plate 2. Pegs. 


One should learn to manipulate gutta percha both for nose and 
antrum work, for the pegs are always requiring attention and altera- 
tion in shape—and the ends are apt to disintegrate and break off, 
if worn too long. It is quiet easy to make obturators of these shapes 
by simply putting the sheet in boiling water, then wrapping around 
a pencil, welding and cooling. You can thus make tubes, or else 
mould into any solid shape required. A plug like this, to fit the 
trephine hole is made in a moment, and a few extra ones may be 
given to the patient. 

If used in an alveolar bore between two teeth near together, the 
base of the plug may be made to fit the cavity left by the lost tooth. 
In a short time you can make any nasal splint required for the cor- 
tection of a deformity, or to be used as a support after an Asche or 
Gleason operation. 

I go into these details, for the books do not always give the com- 
monplace minutiz of a subject. I once had the honor of taking off 
my hat to a man who had chased a goose, made a tube of a quill, and 
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performed a tracheotomy with a penknife, all within forty seconds. 
This, however, does not lessen my respect for a man who has strug- 
gled with a maxillary antrum suppuration for several years. In my 
opinion the day will come when the bacteriological examination of 
the discharge will largely influence the selection of operation. 

Many of us who have had experience, have seen cases get well 
after a simple puncture and a very few irrigations, cases too, which 
have been considered chronic. 

Then, again, seemingly acute cases have gone on discharging after 
the same treatment and we have finally done a radical operation, 
only to find in the end a struggle of many months’ duration before 
we could effect acure. So far we have spoken simply of a puncture. 
Many articles written will say that the alveolar puncture is for 
drainage; this should never be the case; the puncttre is simply 
made to investigate the condition of the antrum and if the nature of 
the discharge and feel of the walls warrant us in supposing that we 
may cure our case with irrigation, the puncture becomes the socket 
of our irrigation syringe tip. The cavity is syringed with the head 
bent forward over a finger bowl, a pint of solution being passed 
through by means of the rubber syringe above described. 

I have mentioned a glass finger bowl as the best and most conven- 
ient method of catching the discharge as, it comes out of the nostril. 
It is a good custom from time to time to decant the water and apply 
peroxide of hydrogen to the pus and debris, in order to verify true 
suppuration and watch the activity of effervescence, for the study of 
this activity is useful in determining the retrogression of pyogenesis, 
On one or two occasions I have been surprised to find that a grum- 
ous mass gave no pus reaction whatsoever, a proof that it had evi- 
dently come from the nostril and not the antrum. 

In boring through a socket from which a tooth has been extracted 
some years previously, and where we expect to encounter perhaps a 
quarter of an inch of solid bone, we should take a trephine of a large 
size at first, changing as we proceed to those of lesser calibre. In 
this way we avoid heating our bone and choking—possibly breaking 
our drill or trephine. After the antrum has been entered, we can 
easily ream out the bore by running through a larger trephine. In 
boring for the cavity in this way, it is best to always bear in mind 
the direction to the antrum, for with a high palatine arch, we often 
find a very narrow alveolar process. From the bicuspid region we 
must bore slightly backward and outward, to escape the external 
inferior meatus wall, which is the inner wall of the antrum. From 
the region of the molar ridge we must bore inward and backward 
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preferably through the palatine root socket of a molar. Care must 
be taken in entering the cavity that we do not allow our drill to slip 
as we enter, and go on to penetrate or injure the orbital wall. 

If we are to rely on the irrigation treatment, we must have a gen- 
erous opening into the antrum. If we have been fortunate enough 
to discover the tooth whose root has caused our trouble, we may 
enter the cavity by simply a pressure on our drill; at other times we 
will find ourselves in an ivory-like jaw very difficult to penetrate. 

For many reasons, if we do not suspect the teeth, we should turn 
our attention to other modes of attack. r 

The easiest entrance, of course, is through the middle meatus 
whose membraneous wall in the region of the ostium maxillare can 
be penetrated by the little finger, after we have removed the anterior 
tip of the middle turbinate. That this method of treatment of 
antrum suppuration has been successful is proved, by its having 
advocates who believe in making as large an opening as possible in 
this meatus by means of a hook-shaped bistoury and the finger. 
Drainage takes place when the patient is prone and lying on the 
other side; irrigation is easily performed, and ventilation good, 
which is the only thing in my mind which recommends this proced- 
ure. Curetting of the cavity is very difficult and packing unsatisfac- 
tory. No less an authority than Zuckerandl at one time advocated 
this procedure, but our plans and views are changing with the evo- 
lution of the proper accessory sinus treatment, and it is hardly fair to 
a writer to brand any procedure with his name, for the simple reason 
that he has described it as a method years ago. 

Next we will consider the canine fossa as a point of entrance. In 
this location it is very easy to penetrate the antrum with a trephine 
and do the irrigation treatment in the same manner as through the 
alveolus. Care must be taken to make the bore a centimeter above 
the junction of the gum and the tooth, for we must not injure a root, 
nor on the contrary must we go much above this limit without inves- 
tigating whether we are liable to injure the infra orbital nerve and 
artery which generally are found to emerge from the canal in the 
wall of the antrum, at a distance of 114 centimeters above the point 
of attack mentioned. 

In making this puncture with the electric trephine, the patient 
should be lying down and the cheek retracted by an assistant. The 
mucous membrane of the fossa, which previously has been cocained 
and adrenalized, should be slit horizontal to the teeth and elevated 
sufficiently with a periosteotome to allow an %-inch trephine ample 
space to make three perforations in the form of an ace of clubs. 
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This hole may be rounded and smoothed as to the edges and a 
gutta percha plug made to fit it, as soon as the swelling of the mem- 
brane subsides—that is, provided one wishes to try this ancient and 
honorable means of cure by irrigation, without examination and 
treatment of the sinus walls. 

These methods are described for the benefit of the timid members 
of our cult, who should be characterized as the spraying rhinologists, 
These nimble-fingered specialists condemn all methods which cause 
pain; they reduce enormous tonsils by absorption with astringents, 
and remove adenoids with spray. Frontal sinuses and antra do not 
disturb these gentlemen, for they refer the patient back to the gen- 





Plate 3. Sinus Lamp. 


eral practitioner for the cure of the frontal neuralgia and the tic- 
douloureux, while they still continue to treat the “catarrh.” Apol- 
ogizing for the slight digression, I will proceed, We have made 
our exploratory opening, the timid practitioner goes no further; he 
is satisfied to risk irrigation. He does not probe to see if a pyogenic 
membrane fills it, or whether polypoid material invades the cavity. 
If it is only an acute case, he cures it by washing through the alve- 
olar or fossa puncture, but unfortunately—and this is a point I want 
to strenuously emphasize—too many specialists are doing this kind 
of work as a routine practice without regard to the chronicity of the 
case. Let me put the question differently: 
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Should the fact of an isolated case like the one I have described 
above, in which eighteen months’ syringing effected the cure of a 
chronic condition, prompt any of us to try for so long a time to cure 
a patient? +My answer is emphatically no. 

Having made an opening in the canine fossa, we are in a posi- 
tion to make a diagnosis which the alveolar opening does not allow. 
We first inspect the walls-of the sinus by means of sunlight and an 
ear speculum, and then with a flexible ring curette, we cautiously 
feel all the angles and touch all the prominences of the walls in 
search of granulations. A sinus lamp in the nose illuminates the 
antrum for the examination of the walls in a very beautiful way, 
provided we have no sunlight. After we have examined the walls 
in a thorough manner, we now bend our curette and using the dull 
side of the ring, go carefully over the floor to see whether any of the 
teeth have intruded or whether any dentigenous cyst is present. 
Provided we have found nothing, and better, if we can trace the 
empyema as a sequel to some grippe or acute process, we may con- 
sistently irrigate, leaving a gauze drain for a day through the per- 
foration, before introducing the plug. If, on the other hand, we find 
the walls unhealthy, granulation tissue present, lining membrane 
bleeding readily to the probe touch, odor to the discharge, hyper- 
sensitive walls, etc., we decide at once on doing a radical operation. 
This must be done under an anesthetic. 

There are three operations to-day which are in evidence, and 
which I will discuss : 

Ist. The operation through the anterior wall. 

2nd. The operation through the anterior wall with a nasal 
fenestration left for dressing, removal, drainage and 
lavage. 

3rd. The radical operation through the inferior meatus. 

We differentiate between the simple and radical operation, in that 
the radical by a large opening permits free inspection, surgical 
treatment and dressing of the entire cavity from without. 

When we have decided upon a radical operation, we must first 
tell our patient that an estimation of the length of time which must 
elapse before they are cured is exceedingly problematical. We can 
promise our patient, however, that the disease will be no longer an- 
noying ; that there will be no odor ; no discharge except in syringing, 
and that after a few days he can care for himself. If the first or 
second operation is decided upon, five days in the hospital or at home 
will be necessary. If the third method is employed, but one to three 
days generally suffices. Much more swelling of the face takes place 
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when the anterior wall is operated upon than when the meatus wall 
is the point of attack. This swelling is often kept up by redressing 
for several days or even weeks. Edema of the eyelids is often a 
complication, to as great a degree as ina frontal sinus operation, but 
this lasts but a day or two. Could we but promise our patient that 
he would be absolutely free from discharge, after operating by the 
first method, we would always recommend it. Unfortunately, that 
little bead of pus which disappears and then reappears in the finger 
bowl on douching, makes us afraid to close the wound, and we al- 
ways anticipate that the patient will re-infect the sinus by a fresh 
cold if we allow the orifice to heal, with no means of drainage ex- 
cept through the ostium maxillare. A recognition of these unpleas- 
ant features has evolved the second operation known as the Luc- 
Caldwell, which is much more satisfactory from a drainage stand- 
point after the removal of the packing gauze. From the fact also 
that the cavity is thoroughly aerated, the conditions are more favor- 
able for the production of a new membrane. 

Another thing which recommends the Luc-Caldwell operation is, 
that the occasional little pearl of pus in the washings is not an ever- 
present phantom in the mind of the patient, and a discouragement to 
the doctor. This is really a serious objection to the first operation, 
for it is often impossible to ascertain whether the pus has arisen 
from the cavity of the antrum itself or has trickled in from an 
empyzmic ethmoid cell. I should always advise in the first opera- 
tion enlarging the natural opening to the nose in the middle meatus 
and curetting the adjacent ethmoid cells to guard against this possi- 
bility. 

The technique of the operation through the canine fossa is as fol- 
lows: Having etherized the patient, place a cork between the teeth 
of the opposite side and some rolled gauze in the cheek outside of 
the teeth of the lower jaw on the side of operation. Now make an 
incision to the bone about an inch and a quarter long, from the molar 
ridge to the canine eminence a centimeter above and parallel to the 
junction of teeth and gums. The cheek is held back by three re- 
tractors while this incision is made. 

The periosteum is now elevated above, and slightly below, and the 
two retractors above are changed to include the periosteum, which 
procedure stops in a moment the sometimes rather free bleeding. 

Whether we have previously made a trephine opening or not, we 
employ a mallet arid chisel and enter the antrum through the canine 
fossa, making an opening large enough to permit the blade of a bone 
forceps to enter, when we may complete the fenestration to any size 
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we may desire. Generally a centimeter high by one and a half long 
is the usual extent of space we may try to obtain, but this depends 
on the size of the face and the antrum. We may find a huge antrum 
in a small face and vice versa. 

As soon as we have penetrated the cavity we quickly probe and 
get an impression of the size of the sinus. The entrance of the 
probe gives us an idea of the contents as well. Generally, however, 
we are obliged to bite off with our forceps enough bone forward and 
backward to enable us to quickly pack the sinus after a swab or two 
and wait for the bleeding to cease before we complete our fenestra- 
tion. After one or two minutes we may take out the packing gauze 
tape and begin to curette the cavity in a general way. When it re- 
fills too rapidly with blood, repack for a moment. As we go on, the 
bleeding becomes less and less, so that an assistant may only occa- 
sionlly be required to swab the overflow while we are removing all 
the unhealthy granulations. It is a good plan to use adrenalin solu- 
tion on the gauze used for the first plugging. 

As we clean the cavity of its degenerated membrane, the bleeding 
ceases and we may finish with great nicety in a clear field, should we 
wish to do so. I generally content myself to remove the masses and 
everything of a velvety feel, and rely upon pure carbolic acid applied 
with a cotton swab to the minute recesses I may find in the angles. 
The acid is neutralized in half a minute with a swab of absolute 
alcohol. Remember that the antrum wall is apt to be very thin and 
often broken down in old cases, so we must use no force in curetting, 
but rather rely on a sharp spoon and the flexible ring curettes. 

If we wish to go no further we clean our cavity thoroughly, swab 
with peroxide of hydrogen 1-4, or bichloride solution 1-5000, and 
pack the sinus with iodoform gauze which, if there is no odor, and 
the patient has no temperature, we do not remove until the fifth day. 
Washing out the cavity after this with anything but normal saline 
solution is harmful to the granulations. The packing must be put 
in, in such a way, that the lips of the wound are held apart, for the 
membrane here is very quick in healing and our orifice becomes 
rapidly smaller and smaller. When the walls of the cavity are cov- 
ered with good red granulations, which condition usually occurs in 
about ten to fourteen days, gradually substitute worsted for gauze, 
for it packs through a smaller orifice and we may allow the wound 
to heal up to fit any obturator we may have prepared for it. 

Now comes the rub. If we pack our cavity for too long a time, 
we may do an injury to the synthetical granulation metamorphosis. 
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If we withdraw our dressing too soon, the granulations may break 
down very quickly and we must begin all over again. It requires a 
practiced eye to tell by the peculiar color of the granulations just 
when to stop dressing. When we are satisfied that the very red am. 
bitious granulations pervade the entire walls, we may cease the wool 
packing and put in our peg. This period is generally from two to 
four weeks from the date of operation. 

We leave in the peg except when we syringe and begin to wash 
the cavity with normal salt solution as has been described, praying 
that the granulations are turning into a normal mucous membrane, 
From this point on, the procedure is unsurgical. If we leave in the 
peg, the cavity may become reinfected from the mouth at any mo- 
ment. If, on the other hand, we take it out and allow the antrum to 
close, we may be unaware of any trouble until the antrum is in 
nearly as bad condition as before, and the work has to be repeated. 

I cannot absolutely condemn this method, for I have obtained bril- 
liant results from this operation, but I must say the operations to be 
described appeal more favorably to the surgeon’s instincts. The sec- 
ond method, known as the Luc-Caldwell operation, is undertaken in 
the same manner as has just been described, with the exception that 
after the cavity of the antrum has been curetted through the canine 
fossa, and all the debris removed, we make an opening into the in- 
ferior meatus. This is best done by means of a trephine or chisel 
and enlarged by a Griinwald cutting forceps. A strip of gauze 
should be packed into the nasal fossa posteriorly before the opening 
is made. The fenestration is made about a half centimeter above the 
floor of the cavity, which is on a level with the nasal floor, care being 
taken that the opening is about a centimeter posterior to the anter- 
ior insertion of the inferior turbinate. In this way the fenestration 
is posterior and inferior to the opening of the nasal duct, which is 
at the roof of the meatus. The larger the nasal orifice the better 
will be the ultimate result. The inferior turbinate, if impinging 
upon the floor or external wall of the nasal fossa, should be removed 
anteriorly, with trephine and snare, sufficiently to give access to the 
opening in the wall. A burr drill should be used to smooth the lower 
edge of the opening and leave as little ridge as possible between the 
antrum cavity and the nasal floor. After the bleeding has been ar- 
rested’ by adrenalin, the antrum is loosely packed with iodoform 
gauze tape, or wool, in such a manner that the end may be passed 
through the nasal orifice. The wound in the canine fossa is now 
closed by two or three sutures, including the periosteum with the 
membrane of the superior flap. 
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A gauze pad wrung out in listerine, 1-3 solution, is retained over 
the wound by the pressure of the cheek. This pad should be 
changed every two hours. On the fourth or fifth day the gauze 
or worsted wool is removed through the nasal orifice, under gas if 
practicable, and the antrum washed with boric acid solution if any 
odor is present, or, with normal salt solution, or artificial blood serum 
if there is none. (Fraser’s saline infusion tablets, 1—Oi). Pow- 
dered aristol may be blown into the antrum should we wish. There 
is this to be said about a nasal orifice: If the case does not seem to 
be doing well, with little inconvenience to the patient, we can make 
swab applications to the walls of the antrum through the nose with 
zinc solution, protargol and other silver salts, iodoform, etc. 

If the patient is so situated that washing out the antrum is im- 
possible, the sinus will drain into the nose and we need not fear the 
consequences of retained secretion. 

In many cases, after a few irrigations, the simple unilateral blow- 
ing of the nose seems to cleanse the sinus sufficiently, so that we 
may do away with syringing altogether. 

In case the orifice becomes small, we may ream it out with a bar- 
rel burr drill after an application of cocaine and adrenalin. 

The opening in the canine fossa need not be as large if we contem- 
plate the Luc-Caldwell operation, instead of simply opening the an- 
terior wall. Jansen and Hajek operate on even broader lines. The 
former removes as much of the nasal wall as possible, dissecting the 
middle turbinate from within the cavity of the antrum, leaving the 
nasal membrane intact as a flap, the corners of which he sutures to 
the superior margin of the sinus and the region of the first molar. 
In many cases in which I have seen him operate, he invariably 
opened the sphenoidal sinus to ascertain if it contained pus. This 
was done by means of a long chisel through the region between the 
ostium maxillare and the palate bone; the removal of the middle 
turbinate and the breaking down of a few cells, giving a very clean 
channel to work in. This daring operator makes use of the burr 
drill very extensively in smoothing partitions and exploring the 
angles of the accessory sinuses; we may learn this lesson from his 
work, his results show little pus but extensive deformity. 

We come now to the consideration of the operation through the 
inferior meatus, which recommends itself in that no anesthetic is 
necessary for its performance. This fact alone renders it applicable 
to many cases where the idea of a serious operation under ether is 
objectionable to the patient. It is surely the operation to be selected 
in cases of weak heart—and weaker courage. 
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The operation is performed as follows: The inferior meatus is 
packed with a pledget of absorbent cotton, saturated with a half-and- 
half solution of cocaine, 10 per cent, and adrenalin chloride solution 
({1-1000). The inferior turbinate is covered externally and internally 
from its middle portion anteriorly. It is a good plan to fortify the 
patient with an ounce of whiskey, 1-25 gr. strychnia sulph. and 1-1 5 





Plate 4. Showing trephine over the situation of the proposed fenestration, before turning outward 45°, 


gr. digitaline before operating. After the cotton has remained in 
contact with the turbinate and external wall of the meatus for ten 
minutes, we take a 1-8 in.—3-16 in. trephine, run by an electric 
motor or dental engine, and remove by a couple of perforations, 
followed by the cutting forceps and snare, the anterior third of the 
inferior turbinate. In this manner we clear away the body to its line 
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of insertion. This procedure is almost bloodless. The outer wall 
of the meatus is now brought into view. It will be seen that the 
trephine may be employed to perforate the inner wall of the antrum 
about a centimeter beyond the anterior point of attachment of the 
inferior turbinate just removed, the shaft of the trephine entering 
the nostril at an angle of about 45°. I prefer to make the perfora- 





Plate 5. Showing perforation completed for radical operation on antrum through the inferior meatus. 


tion at a point a quarter of an inch above the nasal floor for the bone 
is thinner as we ascend the wall. 

Having punctured the antrum, we immediately change the trephine 
for an olivary or barrel burr drill and enlarge the orifice upward, 
downward and backward. We then stuff into the orifice some gauze 
wet with adrenalin solution, 1-5000, which quickly stops any bleed- 
ing that may occur. By using properly-curved flexible ring curettes, 
we are enabled to reach the walls of the antrum very satisfactorily. 
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The bleeding does not annoy the patient, as the head is so held that 
it escapes anteriorly. Orthoform or cocaine may be used to limit 
pain, or, if we so decide, the curetting may be postponed until an- 
other day. 

I have recommended the trephine as the instrument to be used, 
not because it is my own suggestion as applied to nasal work*, but 
because in no other way can the outer wall of the meatus be so quick- 
ly and smoothly perforated. The edges of the fenestration must be 





Fig. 6. Trephines. 


very free from bony spiculz to facilitate dressing. It is very easy 
to pack the antrum with the iodoform wool prepared by Van Horne. 
My experience has been in a few cases so very successful, that I 
am inclined to urge this method of operating upon the society, for 
even if we did not attain a rapidly favorable result, we have estab- 
lished a fenestration into the nostril which will not be out of place, if 
in future we decide that a more intimate curettement of the cavity 
should be advisable through an opening in the anterior wall. 








Fig. 7. Barrel Trephine. 


In view of the frequent recurrence of antral suppurations, and 
from the fact that an antrum may become at any time a reservoir 
of pus and infected from acute ethmoid or frontal sinus suppuration, 
may we not consider it the very best practice to establish a perma- 
nent drain for so insanitary a locality. Could we but hope for a 
total obliteration of the antrum, with granulation tissue, by persistent 
packing through any opening of the walls, it would be the ideal treat- 


* The Nasal Trephine and its Advantages. WN. Y, Med, Journ,, May 28, 1887. 
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ment. I have never seen but one case in which this occurred—and 
that was in a patient the zygomatic wall of whose antrum I was 
forced to entirely remove on account of its necrosed condition. This 
was the most diseased antrum I ever encountered, but nevertheless 
the fatty tissue from the zygomatic fossa invaded the antrum and it 
entirely filled up with solid material and is to-day obliterated. 

My apology for having entered perhaps upon unnecessary detail 
in writing on this subject, will find its excuse in the perusal of such 
an article as appears in the Virginia Semi-Monthly of April 10th, 
1903. This article, which represents, from the standpoint of a den- 
tist the present treatment of antrum suppuration, is a sorry commen- 
tary upon the knowledge many dentists possess of this important 
subject. Many of us have seen the gold tubes banded permanently 
upon an adjoining tooth, through which a few drops of antiseptic so- 
lution are injected daily into the antrum by means of a hypodermic 
syringe. On one occasion I have seen the antrum treated by means 
of a fine tube which had been inserted through the root of a bicuspid. 
I am sure none of us have an opportunity of seeing the number of 
cases of antrum trouble that must come under the observation of the 
dentist, and no one should be able to recognize better than a dentist, 
that the treatment of empyema of the antrum of Highmore belongs 
to the rhinologist rather than to himself. 

In closing these observations I will state that they are the deduc- 
tions from an experience of some fifty cases upon which I have oper- 
ated, the review of which I trust will be of value to some of us who 
are working upon this most interesting subject. 


118 Madison Ave., New York. 







































THE ARCH OF THE PALATE.* 


BY HENRY L SWAIN, M.D., NEW HAVEN, CONN. 
Professor of Otology and Laryngology Yale University; Fellow American Laryngological Association, 


The study of nasal pathology received a marked stimulus as well 
as a relief from some previous obscurity of conception when it was 
explained that the narrowing of one nostril by abnormalities of the 
septum led in general to unequal use of the two sides, to bad drain- 
age and aeration, as well as to vagaries of pressure, causing by all 
these, chronic congestion and inflammation of the mucous membrane. 
It was further explained that some of the changes in the septum, 
how many it was never quite clear, were entirely due to traumatism, 
some entirely to developmental processes, and others to both in vary- 
ing degrees. It was reasoned, @ priori, that if lack of use on one 
side and too much on the other produced first chronic catarrhs and 
variations in the bony nasal frame-work, so prolonged disuse of the 
nose, following the great law that the proper and perfected growth, 
would lead to inevitable deformities or variations from the normal 
both in structure and in function. 

An immediate application of this idea was evident when it was 
thought how through the early years of the growth of some children, 
owing to the enlargement of the third or pharyngeal tonsil, the nose 
for long periods would be entirely inoperative; hence not liable to 
perfect development. Furthermore, by the same reasoning, the 
mouth being open, it would become larger, i. e., the palate would 
usually become more arched. This last was the outcome of various 
observations and might be expressed in the rule that the less the 
nose was used, the more the palate arched. This latter, and perhaps 
other causes, it was declared made the septum bend because the 
vertical distance between the summit of the arch of the palate and 
the base of the skull was not large enough to allow of placing the 
full-grown septum therein without bending. This suggestion was 
offered because it was reasoned or supposed that every septum was 
destined to grow a given amount before ceasing, no matter how 
changed the conditions were which surrounded it, a rule which is 
supposed to work quite reversely in most of the arguments we are 
later to adduce. Altogether. however, this made a very pretty ex- 


* Read before the American Laryngological Association, Washington, D. C., May 12, 1903. 
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planation, which I have no doubt we, all of us, who teach, annually 
call into requisition as we unfold to our classes some of the secrets 
of nasal pathology. 

Following out these suggestions it presently seemed rational to 
put the horizontal bends, especially of the bony septum, into the de- 
velopmental class, while all others, especially of the cartilaginous 
portion, were called traumatic, it being, of course, admitted that 
formative processes might accentuate a traumatic deviation into a 
grotesque bend, or vice versa. 

Having in this sweeping manner explained all the curves of the 
septum we had in a measure reduced all the problems of nasal dis- 
ease to simple fractions with a common denominator and were pre- 
pared to explain each new phase of clinical experience thereby, for 
are not vagaries of pressure, aeration, drainage and functional use, 
the chronic incitors of catarrh, always present in the stenosed nose as 
a result of that one factor, an erring septum lacking in proper recti- 
tude? In this one paramount idea one sees the excuse of any excess 
in the way of “cabinet-makers’”’ surgery provided only that the sep- 
tum is made more nearly plumb. We are strictly Jesuitical in that 
the end.sought justifies any means, no matter how severe. 

Now, it is not the purpose of this brief sketch to take any broad 
issue with any of the above statements except, perhaps, to show up 
an occasional weak spot in the chain of evidence or at least demon- 
strate some actual exceptions to the purely a priori methods of rea- 
soning which we have employed in the above. 

The first rude shock which the writer’s faith in the orthodox belief 
suffered was when he observed the palates of young children arch- 
ing higher than normal when to the positive knowledge of the writer 
there had never been for more than a few days at a time any dif- 
ficulty in breathing through the nose, certainly no adenoids. There 
was, furthermore, the observation that some adenoid children per- 
sisted in having normal palates in spite of well-nigh useless noses. 
This was some years ago, and yet is the reason that you, gentlemen, 
are at this time suffering under this outburst of eloquence. 

Soon to substantiate this phantom of heterodoxy, to prove that 
other causes than nasal disuse and traumatism must contribute to 
the excessive arching of the palate and lack of room for the full- 
grown septum, it was suggested that the shape of the skull determ- 
ined the kind of arch possessed by any individual. An article by 
Grosheintz,* in 1898, summed up the previous literature on the sub- 
ject very carefully, and accepting of the statement as one of fact that 





* Grosheintz: Frankel’s Archiv., Bd. VIII, S. 395. 
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a given number, 45.9, expressed the average index of the height as 
related to the breadth of European palates, in a certain museum he 
found 16 skulls of various nationalities which could be considered 
as having a higher index than the normal, and endeavored by meas- 
uring and studying them to draw some deductions regarding the 
height and width of the face, the shape of the skull and the anomalies 
of the palate. I will give you a translation of his summary from 
these observations: “A high and narrow palate is usually combined 
with a small development of the upper part of the face. Small nasal 
and orbital cavities are associated in the rule with highly arched 
palates. The highly arched palate usually depends upon a con- 
genital racial peculiarity of the skull and not upon the later extra- 
uterine influences of nasal stenosis.” The last seemed a strong state- 
ment and certainly sufficed to arouse and emphasize my interest in 
the subject. Subsequently. in talking with my erudite friend, Dr. 
Wright, of Brooklyn, he suggested that much that had been done in 
the way of measurements needed to be rehearsed, and most important 
was to get measurements of races who are notably not sufferers 
from adenoids. Another suggestion was, whether anything in the 
early life of the child, the use of a spoon, artificial nipple, etc., 
might not give an added impetus to natural forces resulting in the 
higher arching of the palate. 

There exists in New Haven the Marsh collection of the skulls of 
various races, in some cases the numbers being very large, and along 
the lines of Dr. Wright’s suggestion, with the kind permission and 
help of Professor Beecher and Dr. MacCurdy, we took a series of 
102 skulls of the presumably original Hawaiians. Twenty-four were 
selected as being normal and possessed of all their teeth, 7. ¢., be- 
longing to young vigorous adults, and were measured by the same 
methods as those of Grosheintz in his work. The index as calcul- 
ated out of Brackett* was 45.7. This, you see, is very close to what 
had been accepted as normal by Grosheintz and the observers who 
antedated him. The index is found by dividing the height by the 
breadth and multiplying by 100. These measurements were very 
carefully taken, and the shape of the skull was also taken into con- 
sideration in the same way that Grosheintz had done, and developed 
some of the same conclusions. Brackett differed slightly, however, 
when he observed that there could be no direct connection estab- 
lished between the height of the palate and the shape of the skull. 
Evidntly a non-adenoid race developed a palate of the European 
standard shape. 





* Brackett, E. S.: Graduating Thesis, 1902, Med. Dept., Yale. 
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While these investigations had been going on, by a strange misfor- 
tune, the loss of a certain periodical in the mails, I had been unaware 
of Alkan’s* work, which seems to me, up to date, to be the most 
thorough and satisfactory of any that I have found. He made very 
careful observations upon the living subjects, both children and 
adults, and found that an average of adults with normal plates would 
give an index of 45.7. ,. These were presumably of the Saxon race, 
as the doctor’s investigations were conducted in the city of Leipsic. 
He, however, conducted his measurements in a slightly different way 
so that when he came to measure skulls a slightly higher index was 
obtained. For instance, he took 30 European skulls representing 
some twelve nationalities and found, as an index, 52.6, which you 
see is very close indeed to the measurements of Grosheintz, who also 
took from a collection of various nationalities, those where the index 
was over 46, and got his index 53.9, leaving the inference that the 
skulls as found in European museum collections had a slightly higher 
index than the average. Alkan then measured 12 negro skulls, and 
contrary to the natural expectation found the palate to average con- 
siderably higher, the index being 59. Eighteen Malays were found 
to have an index of 54.3, very close to the Europeans. He then 
went into the question of how much children who suffered from 
adenoids would differ in palate measurements from those who pos- 
sessed normal nasal conditions. He found an average normal index 
for children from three to fourteen years of age to be represented 
by the figures 43.5, while those with nasal stoppage had an index of 
50, showing that there were undoubted alterations as a result of the 
pernicious influences. Strangely enough, there is no apparent differ- 
ence in the length-breadth index. In all these measurements he 
very carefully compared the shape of the palatal arch with the shape 
of the skull, and from the number of his observations and the care 
with which they were taken would seem to be entitled to as much 
credence as speaking with authority as any observer that I have 
consulted. His final conclusions will bear a moment’s considera- 
tion : 

“First, the hard palate of the new-born child is characterized by its 
shortness. With increasing age, the height and breadth increase but 
slowly, while the length becomes proportionately rapidly greater. 
Second, in people afflicted with adenoid vegetations we find on the 
average a high, long and narrow palate, i. ¢., a form which does not 
represent the normal. Third, the shape of the hard palate has no 
connection with the shape of the skull. Fourth, anomalies in the 
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* Alkan, Frenkel’s Archiv, Bd. X, S. 441. 
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position of the teeth are of frequent occurrence in those afflicted with 
deformities of the palate or the upper jaw and may be looked upon 
as due to the latter.” 

It would seem as though enough had been done to assume from 
the study of the various races as well as conditions of man that the 
shape of the skull and the different environment during early life 
had but little or nothing to do with the arching of the palate, but in 
general all observers agree with Brackett, who concluded from his 
observations of the Sandwich Island skulls that “while the height 














Fig. 1. Showing the comparison of the breadth of the two palates. 


of the palate bears no absolute relation to the shape of the face, still 
a long narrow face with high narrow anterior nares and orbit more 
often exists with a high palate than a low one.” 

My attention having been called while working with the Sand- 
wich Island skulls to a collection from the Flat-head Indians, who, 
it will be remembered, have for generations deformed the heads of 
their children by a binding process during the first year of their lives, 
it seemed to me that if any disturbance of the skull could influence 
the shape of the palate, this must. H. S. Arnold* undertook a series 


* Arnold, H. S., Graduating Thesis, 1903, Med. Dept., Yale. 
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of measurements on a large number of these skulls, being particu- 
larly careful to follow the methods of Alkan. His results show 
that we have a much broader, flatter, and shorter palate than in any 
of the other races which have been so far measured. The height- 
breadth index is 33.0, while the length-breadth index is 73.2. It 
will be remembered that the average for European races was 52.6 
and 63.5, making evident a very marked difference. Arnold has 
photographed an average Flat-head with an average Hawaiian skull, 
and Figure I shows a comparison of the breadth of the two palates, 














Fig. Showing the comparison of the height of the two palates. 


and Figure II of the height, and in both cases the difference is very 
apparent. Here, therefore, we have the apparent absolute contradic- 
tion of what has gone before, and is therefore an extremely interest- 
ing and valuable observation and may be accepted as a proof positive 
that some agencies outside of the merely respiratory or nasal, can 
change the shape of the hard palate. A comparison of the skulls 
as shown in the photograph shows that the vertical diameter of the 
nose is very notably shortened in the case of the Flat-head, as well as 
broadened. Attention should also be called to the fact that while 
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the vertical diameter of the nose in this case is so much shorter, the 
septum is as straight as in the splendid specimen of the Hawaiian 
skull. Is not this an apparent contradiction of the rule which we 
noticed earlier in the article and which was used to explain why 
the septum bent when the palate arched too high? If, as supposed, 
the septum always grows to the full size intended as normal for that 
individual independent of what is transpiring and influencing the 
neighboring bones, why does it not in this instance of the Flat-head 
also have “to stoop to conquer” when such a notable shortening of 
the entire nasal cavity takes place. Evidently there are circum- 
stances when even the stiff-necked septum becomes convinced of the 
error of its way and conforms to the rules governing its environ- 
ment. It will be noticed that while the Hawaiian skull is an ex- 
tremely fine and well-developed specimen of its kind, normal appar- 
ently in every measurement, it is much narrower than is the skull of 
the Flat-head, indicating how great the pressure was which produced 
this amount of deformity. 

Another interesting fact is that the adult Flat-head skulls (under- 
standing under the term “adult” those over 14 years of age) show 
apparently more deformity than the child skulls, showing that the 
nutritive processes have been so altered as to influence those changes 
which take place and are so apparent in the skull bones near the time 
of puberty. As, of course, this may be considered in every sense of 
the word a measurement of a deformity, it does not materially alter 
or vitiate any of the statistics that have been given before, merely 
weakening the statement that there is absolutely no connection be- 
tween the shape of the palate and the shape of the head. 

Alkan’s measurements of children, however, seem to contradict 
the final conclusions as given by Grosheintz that the shape of the 
palate was not materially influenced by extra-uterine conditions, for 
by actual measurement there is not the slightest doubt that when 
adenoids exist in the naso-pharynx of children they can and do alter 
the shape of the hard palate. They may not always do it, just as 
there may be also high arched palates which have absolutely no con- 
nection with this naso-pharyngeal stoppage. These latter two ex- 
ceptions to the rule are, however, not numerous. 

Let us now consider for a moment what are supposed to be the 
influences or forces which are operative in these cases of nasal stop- 
page and disuse, in the growing child, and which may be said to 
bring about the abnormal arching of the palate. The forces are nu- 
merous and are of a decidedly complex nature. Many of the most 
ingenious explanations have been offered by various observers, but it 
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will be safe to assume that only certain forces are really potential 
and that no one single suggested explanation quite covers all the 
points that may be brought up. As we together look the matter 
over to-day it seems to me that one point of view should ever be in 
mind and that is that we are dealing with an organ, the nose, which 
is either imperfectly functioning or is non-operative, and consequent- 
ly the observations fall under the rule deduced earlier in the paper 
that the proper physiological activity of any organ or part is neces- 
sary to its proper and perfected growth. A nose, therefore, through 
which during the growing years but little or no air passes and a 
mouth through which no respiratory air is supposed to habitually 
pass, cannot develop along the normal lines. A closed nose and an 
open mouth are the reverse of the natural order. Why should not 
all the developmental processes in the nose be retarded and all the 
natural forces leading to growth and expansion of the mouth be in- 
creased? If, for example, the nose has but little air passing through 
it, the call of blood to it cannot be anywhere nearly as great as when 
it has to warm and moisten a normal quantity of air. If this is the 
case the entire process of growth and mucous membrane formation 
are bound to be influenced by the decreased blood supply. The 
converse is true in the case of the mouth, 

Now what arches the palate? In the new born babe the hard 
palate at the height of the arch is considerably above the level of the 
Eustachian tube. In the child at puberty it is considerably below 
the Eustachian tube. Consequently the palate has grown away from 
the base of the skull. What has accomplished this? It has been 
the downward growth of the superior maxillary bone, the septum 
and the pterygoid processes of the sphenoid, so that in a certain 
sense of the word the palate of the young child is supposed to grow 
down instead of up. It is safe to assume, therefore, that this down- 
ward growth is an extremely important process in our present con- 
sideration, and it may be looked upon as a part of the normal growth 
of the superior maxillary bone. Suppose, then, that anything should 
happen to retard the downward growth of the superior maxillary 
bone or lessen its increase in all directions. It would be easy to con- 
ceive this to be operative under the general law that the nose is not 
functioning and hence the component parts are not subject to that 
subtle powerful influence of proper growth stimulated by proper 
function. The septum, however, is also supposed to grow along the 
same lines and pari passu with the superior maxillary bone. If, then, 
the superior maxillary bone did not grow and the septum did, with 
similar conditions influencing both, it must be assumed that some- 
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thing specifically operated to retard the development of the superior 
maxillary, and this I would suggest might be conceived to be the 
fact, that inasmuch as air is not streaming back and forth through 
the nose, in fact it being sometimes impossible for the little patients 
to blow any air out through the nose, the stoppage from the adenoids 
being so great, how could the air within the maxillary sinuses be 
properly changed? Might not it be supposed that the openings 
could become entirely closed by pressure from deformed septum, or 
swelling, or otherwise, and without the proper change of air from 
the cavity of the maxillary sinus there must be an atrophy of it. 

Some observer, I think Ziem, has produced some of these changes 
by the blocking up of the nose in young animals for a long period 
with cotton, the alteration produced being most obvious when only 
one nostril was blocked. There was produced a large arrest of de- 
velopment not only of the upper jaw, but of the palate bone, and 
even of the whole side of the face. If, therefore, the septum grew 
faster than the superior maxillary and palate bones that would ac- 
count for the bends in the septum without it being necessary to 
bring in the arching of the palate as a necessary feature. Another 
point is that septa are rarely bent behind. This is readily to be ac- 
counted for by the fact that the pterygoid processes against which 
the posterior part of the superior maxillary and palate are securely 
articulated grow to their full stature irrespective of nasal conditions, 
consequently the palate behind is carried down and the septum has 
plenty of room to develop downward in a straight line. If this ex- 
planation be true it would transpire that the highest point of the 
palate would be often in front, which observation, you will all con- 
cur, you have often made. 

Now we are bound to consider the fact that the child who goes 
around with his mouth open tends to have the muscular force, the 
weight of the jaw, the lack of the restraining influence of the upper 
lip, and the streaming of the air through the mouth which adds to 
the buccal tension and removes the tongue away from exercising any 
influence upon the upper jaw, all tending in the one direction of 
drawing down the outer side of the superior maxillary bone, thus 
pressing together or approximating the alveolar processes of the two 
sides, and as this takes place in an elastic bone buttressed behind 
against the pterygoid processes of the sphenoid but one result could 
follow, namely, that the arch of the palate would become narrower. 
As the palate bone and palatal process of the superior maxillary are 
bound to follow the same law as we consider holds true in the sep- 
tum they must grow to a certain width, and must necessarily bend 
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upward in order to come between the narrowed arch. Now the 
lower jaw when closed requires very little or no muscle force to 
keep it in place. When, however, the mouth is open the strain and 
weight falls largely upon the muscles of the cheek when the process 
of mastication is not operative, and consequently there is a steady, 
never-ending tension upon the buccal muscles and a dragging down- 
ward by this weight. It seems to me that these features are suf- 
ficiently powerful to produce the results that we observe. It is sure- 
ly to be assumed that from the time the child begins to open its 
mouth in this way and have the pressure and weight brought upon 
the superior maxillary bone, even if it did not make it actually grow 
narrower it must exercise a restraining influence toward the actual 
and normal broadening out. 

Then we have to consider that when the mouth is open the upper 
lip is drawn upward and above the alveolar processes so that if we 
took the resultant of these forces and calculated what would be the 
result upon a soft bony structure which was subject to just the forces 
that we are here considering, we would reason that not only could 
the palate not grow to its full breadth, but it would also have to 
grow in some other direction in order to satisfy the tendency to 
growth inherent within itself. As by this assumption it has only 
two possible ways of growing, it must either grow long or grow 
high. It is restrained from growing broad. The lengthening pro- 
cess first takes place in front rather than behind because the upper 
lip is not operative to restrain the projection forward, and the ptery- 
goid processes which are behind prevent growth backward. We 
have therefore here the explanation of the projecting incisor teeth 
and of the arching of the palate under the same heading. The ex- 
treme effects of this deformity would be those cases of projecting 
teeth and V-shaped arch of plate which we have all seen. 

In stating some of these facts before the New Haven Dental Asso- 
ciation there came out during the discussion the expression of a very 
great belief among them that the shape of the adult palate as well 
as the alignment of the second teeth was dependent upon the preser- 
vation of the deciduous or milk teeth and in general upon the care 
of the teeth of the young child. This was to me a somewhat novel 
view, and is not often stated in purely medical works. 

We had been accustomed to view the disturbed eruption of the 
second teeth as due to the fact that the palate was narrower and there 
was not space enough for the teeth to come out in line and conse- 
quently there were crooked, twisted and deformed teeth. The pres- 
ent idea carries this point further and says that the ‘circumference 
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of the horizontal arch and the perfect anterior curve are influenced 
by the retention of the first teeth as long as possible. When, for ex- 
ample, the first teeth are early lost, the six-year molars which are 
permanent teeth being unrestrained by a row of teeth between and 
in front of them tend to crowd forward and thus lessen the space in 
which a greater number of larger teeth are to arrange themselves as 
the second dentition takes place. Furthermore, the removal of the 
teeth retards the alveolar process in its growth, and it might even 
suffer some resorption as we are familiar in the case in old people. 
And thus at the very time when the bones need to be most carefully 
nourished in order to develop out the full round, anterior curve of 
the alveolar process, at this very time, it suffers retarding influences, 
It is easy to concieve that removing the deciduous teeth might not 
only make the alveolar process thinner, but the whole bone might 
have its nutrition so interfered with as to be softer and less resilient. 

Now suppose this condition exists where there is nasal stoppage, 
and it is easy to see that the forces which usually act to narrow and 
arch the palate will have aid and abettance in this weakened condi- 
tion of the horizontal buttresses. It is not difficult to conceive that 
not only will the horizontal curve suffer by the moving forward of 
the six-year molars and the pressure in from the sides, but that as 
the incisor teeth project forward by the growth of the intermaxillary 
bone there will be also a motion toward each other of the sides of 
this horizontal arch whose keystone, the unrestrained intermaxillary 
bone, has been thrown out of its proper line of support. We have 
before mentioned how the palate behind cannot give way, as the 
pterygoid processes are so solid and firm, so that the effect of this 
must be instead of having the palate develop round and U-shaped in 
the horizontal direction, it must be more or less V-shaped with the 
apex ending in the incisor teeth, sometimes twisting the latter so that 
their posterior surfaces look toward one another. If this change 
takes place in the horizontal curve from the U- to the V-shape, some 
alteration is bound to take place in the vertical direction in the arch 
of the palate proper. Now, to further substantiate this, we are as- 
sured by our friends, the dentists, that an analogous process takes 
place in the lower jaw where there is nothing in the surroundings 
to influence the altered growth of the bone as is the case in the upper 
jaw. Furthermore, when the individual in question grows older if 
the upper jaw grows narrower and smaller than the lower, the latter 
may bite outside rather than inside of the upper, and constant 
pressure of this prognathism in chewing tends to still further limit 
the spread and growth of the palate arch. 
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Of all the arguments presented by the dentists, the strongest evi- 
dence is that which appears when we consider the trifling force they 
are constantly using in the shape of a spring of piano wire and rub- 
ber bands to spread the abnormally contracted jaw in order to give 
space for replacing the teeth that are out of line. If with these com- 
paratively insignificant forces in the period of from six months to a 
year they are able to produce space which did not exist and to 
straighten out deformities that were so much in evidence, then there 
is hereby given to the explanation previously offered a greater show 
of probability, because if a slight force in one direction corrects if is 
reasonable to suppose that in the reverse direction deformities are 
produced by forces so slight and subtle as would otherwise be scarce- 
ly thought potential or harm-producing. And it is only by continu- 
ous and combined action of these various factors that gross changes 
are produced. From the present study we may conclude that it has 
been demonstrated : 

First, that it is possible by deforming processes which artificially 
alter the shape of the skull to produce a change in form and shape of 
the hard palate. 

Second, that under these above mentioned conditions the septum 
seems to conform itself to the altered development of the rest of the 
face, rather contrary to our previous ideas regarding the habits of 
this structure. 

Third, that if from arrested or retarded development of the super- 
ior maxilla the palate fails to descend to its proper level, a bent sep- 
tum is as liable to be produced as when the palate is arched too 
greatly by an unnatural narrowing process. Hence a palate of per- 
fectly normal height as compared to breadth may produce a bend in 
the septum. 

Fourth, that in considering the various causes which produce the 
abnormalities of the palate, we must lay more stress upon the lack 
of proper aeration of the maxillary sinuses retarding their develop- 
ment and hence that of the whole superior maxilla. 

Fifth, the conservation and general care of the deciduous teeth 
help to produce a normal horizontal curve in the ‘hard palate and 
lessen the tendency to narrowing. 
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A TABLE OF MEASUREMENTS OF THE PALATES FROM 33 SKULLS OF THE 
FLAT-HEAD INDIANS BY H. S. ARNOLD. 






































a i} 4 
se wa) & Z\*26 Z is 
B SEF) 2 ls [2e8] 2 | gS 
a |e > . jaemy.. PI 
| A |4 ie or eee 9 ee Riomai 
al 57 39 | 36 | 37.5 |65.7 | 1.3 | 37.3 
3| 53 42 | 87 |39.6 | 74.5 | 1.6 | 30.8 
4| 52 41 | 40 | 40.5 | 80.6 | 1.0 | 29.4 
5| 51.50! 37 34 | 35.5 | 68.9 | 1.3 | 36.6 
6| 56 41 | 38 | 39.5 | 70.5 | 1.1 | 27.9 
7| 56 41 38 | 39 69.9 1.6 | 41.0 |Very high alveolar processes. 
S| 61.50 | 44 | =40 | 42 68.2 1.0 | 23.7 Very low alveolar processes. 
9) 55 43 | 47 |40. | 72.7 | 1.4 | 86.0 | 
10) 56 43 39 | 41 18.2 | 1.8 1317 | 
11 48 37 | 32 134.5 | 72.8 | 1.1 | 31.4 | 
12) 54 37. | 35 |36, | 66.7 | 1.4 |388 | 
13| 47 46 | 89 | 42.5 | 89.3 | 1.4 | 33.3 [Very wide. 
14) 59 44 | 88 | 41. | 69.5 | 1.5 | 36.5 | 
15) 7 38 39 | 85 61.4 1.7 | Ierters civains with exostoses. 
| Ver —impo 
1653, | 49 | 84 |88. | 71.7 | 2.5 | 90.5 [1% UE mPssibe measure 
17 50. 39 | 838 |36. | 72.0 | 1.8 | 31.7 
18) 55. 39 | 36 | 87.6 | 67.3 | 1.1 | 29.7 | 
19) 55. 43 | 38 | 40.5 | 74.5 | 1.3 |81.7 | 
20) 50. 39 | 37 |38. | 76.0 9 | 25.0 | 
21| 47 44 | 38 | 41 87.2 | 1.2 | 29.2 | Wiae 
22) 56 44 | 36 |40. | 71.5 | 1.8 | 38.7 | 
23| 53 40 | 34 |87. |69.9 | 1.2 | 32.5 | 
24) 49 37 35 |36. | 73.5 | 1.4 | 38.8 | 
55| 54 44 | 39 | 42. | 77.7 | 1.2 | 30.0 | 
26\ 56 42 | 35 | 38.5 |78.7 | 1.4 | 36.3. | 
27| 54 42 | 37 |39.5 |722 | 1.5 | 39.9 | 
28] 50 44 | 36 |40. (80. | 1.3 | 32.5 | 
29) 48 42 | 83 | 37.6 |781 | 1.2 | 32.0 
30| 51 46 | 41 | 43.5 | 85.8 | 1.2 | 97.5 | 
31) 52. 38 | 35 | 36.5 | 69.4 | 1.4 | 38.7 
32146. | 35 | 30 | 32.5 | 70.5 | 1.00 | 30:8 
33| 49. | 39 | 85 | 37. | 75.5. | 1.8 [35.0 | 
Aver- | |Aver- | | 
| age|Index | age| Index | 
|W. L.| 78.2 | W. H./ 3.30 | 
DISCUSSION. 


Dr. D. Bryson Detavan referred to the work of the late Dr. 
Harrison Allen who had undoubtedly devoted more time and atten- 
tion to this subject than anyone else. He regarded Dr. Swain’s pa- 
per as an admirable contribution to it. He has seemed to establish 
satisfactorily very many points which had been previously advanced 
but not proved; he had also brought up several points of very great 
importance, among them the proper alignment of the teeth and care 
-of the first teeth. This fact had not been sufficiently emphasized. 
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It was of interest to note how as case after case was reported, we 
were finally brought back to a very old idea, namely, the effect on 
the palate of obstructed nasal respiration. In the ideas advanced by 
Dr. Swain we seem to have a fair explanation of the facts as we find 
them. Now the aim should be to pay more attention to the young 
child and to the early recognition of the various factors affecting 
palatal formation. 

Dr. GLEITSMANN found in the views expressed by Dr. Swain a 
corroboration of the views advanced by himself in a paper read be- 
for the Academy of Medicine, New York City, in 1895, entitled “In- 
fluence of Adenoid Vegetations on the Growth of the Upper Maxilla 
in Young Children.” In that paper he drew attention to the effect 
of nasal obstruction, adenoids and the obstruction of the choanz. 
His views had met with opposition but he felt convinced. he was 
right and Dr. Swain had corroborated the opinions before expressed 
by him. Others had denied the influence of anterior and posterior 
nasal obstruction on palate formation. 

Dr. J. Price-Brown stated that three or four years ago he ex- 
amined the Indian skulls in the Archeological Museum of Toronto. 
There were about two hundred in all, but only half that number 
were sufficiently well preserved to found any pathological data upon. 
In about fifty per cent of these the septum and hard palate forma- 
tion was normal. Among them were a few skulls of Flat-head 
Indians and Mound Builders; and in these also the proportion was 
about the same. 

Dr. Emit Mayer thought that the weight of the lower end of the 
superior maxillary bone was one factor in palate deformity. Re- 
garding the influence of the deciduous teeth as a factor in addition 
to those previously named, while he believed it might be possible, yet 
at the same time it was a question for further consideration and 
determination. 

Dr. G. H. MAKUEN called attention to the fact that probably sev- 
enty per cent of all people were more or less addicted to mouth 
breathing. In many instances not calling for operative procedure 
he had tried the practice, with success, of placing a strip of silk isin- 
glass court plaster over the mouth. The strip would be about an 
inch wide. It is well borne and acts as a reminder to the patient. 
Mouth breathing occurs in many instances in which it is really un- 
necessary and is only the sequel of a habit formed in childhood and 
adolescence. If attention is called to this habit, as happens with the 
court plaster, it may be corrected. 
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Dr. W. K. Stupson desired to ask Dr. Swain as to the relative 
effects of nursing, both breast and bottle, in the formation of the 
arch of the palate, as it undoubtedly had some influence. Nearly 
all people were mouth-breathers under circumstances requiring extra 
exertion, thus, the runner is always more or less of a mouth-breather, 
He regarded mouth breathing at night as often a matter of the posi- 
tion of the child. Children would breathe through the mouth when 
lying on the back, but if they were turned on the side the mouth 
breathing would often cease. 

Dr. G. A. LELAND called attention to the pushing up as it were 
of the palatal arch in which process the negative air pressure in the 
nose and the positive in the mouth perhaps may be important factors 
which of course would but add to the influence of the improper de- 
velopment of the hard palate. This latter having an inherent power 
of growth had to bend upward because of the failure to spread of the 
alveolar processes, they being held inward by constant pressure of 
the cheeks in mouth breathers. The arch therefore assuming more 
or less the gothic form, shortened the space between the intermaxil- 
lary ridge and the top of the nose, 7. ¢., the vertical space taken from 
the nose is added to the mouth. Now the dentist in his processes of 
orthodontia by means of a wire spring fastened to the teeth either in- 
side to push, or outside to pull on these alveolar processes, sought to 
quickly overcome the results of this retarded development by broad- 
ening the arch, which in the nature of things ought to increase the 
space in the nose by diminishing the sharpness of the arch. This 
resulted in giving more space for the septum, and it might be found 
that certain forms of deflection of the septum, especially those not 
evidently traumatic, may by thus reversing their etiological process, 
be corrected without resort to radical intranasal operation. He was 
free to say that these ideas came to him in conversation with a gen- 
eral practitioner and that he was watching the process in the daugh- 
ter of a brother physician. 

It went without saying that if success could attend such a proce- 
dure, the younger the subject the better, though the marvelous 
changes produced in the upper jaws by some dentists, even in pa- 
tients of middle life, would seem to promise that under 35 years or 
perhaps 40, much might be accomplished. 

Dr. Gordon KING called attention to the racial characteristics of 
the negro as of interest in the present discussion. The negro has a 
broad palate; it is rare to see in that race any marked palatal de- 
formity from adenoids. Septal deviation in the child is rare as com- 
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pared with the white child. The negro palate is larger and wider, 
as is also the nose, in comparison with the white race, so that even 
yoluminous adenoid masses do not cause the same obstruction. 

Dr. R. C. My Les would like to ask Dr. Swain if he had any sta- 
tistics of the septal deviations at birth, in other words, was septal 
deformity a condition beginning in utero? 

Dr. SWAIN in closing’ the discussion remarked that no accurate 
series of comparisons had ever been made as to the effect of either 
the natural or artificial nipple in nursing. Statements on this point 
were merely the result of casual observation. The skulls of the 
Sandwich Islanders, a race that used neither spoons or artificial nip- 
ples, did not vary from normal Anglo-Saxon measurements. He 
should think that constant suction of empty nipples as some mothers 
allowed would have a certain downward effect on the side walls of 
the face, but it must be remembered that the empty nipples did not 
allow the passage of any air and that while they were in use, the little 
people usually breathe through the nose. 

In reply to Dr. Leland he would state that the question of straight- 
ening out the septum by palatal changes was still under discussion. 
Dentists were keeping casts of their patients made at different times. 
There is no doubt but that under proper mechanical treatment the 
palate may be greatly widened out, but the condition of the septum 
in these cases of palatal improvement has not been noticed. 

Concerning Dr. King’s observations, it was well known that the 
deciduous teeth in the negro lasted better than in white people and 
this might have some effect on the palatal development. 

As to Dr. Myles’ question concerning intrauterine changes, it 
must be stated that in some patients there seems an inherent ten- 
dency to palate malformation. This does not explain matters but 
merely states a fact. 











CICATRICIAL DEFORMITIES IN THE RESPIRATORY TRACT 
DUE TO CAUSES OTHER THAN SYPHILIS AND 
TRAUMATISM.* 


BY G, HUDSON MAKUEN, M.D., PHILADELPHIA, 


Cicatricial deformities in the respiratory tract are by no means 
uncommon if we include those arising from syphilis and traumatism, 
Indeed so often do we find these deformities following syphilitic ul- 
ceration that we have come to regard nearly all of them as sequele 
of this disease. Traumatism is also a common factor in their causa- 
tion, especially in the nostrils, larynx and trachea. One case has 
been reported to me also of considerable deformity of the fauces and 
pharynx due to the use of the electro-cautery snare. 

By traumatism of course we mean any injury done to the mucous 
membrane and underlying structures by external violence. This 
would include operations by means of cutting or sawing instruments, 
the electric or chemic cautery, the cold or electro-cautery wire, intu- 
bation and tracheotomy tubes. ‘Congenital deformities also occur, 
but they can scarcely be regarded as cicatricial in their nature. 

The comparative rarity of cicatricial deformities due to causes 
other than syphilis and traumatism and suggested by a case in point, 
which I shall presently describe, has led me to make some investiga- 
tions as to their frequency, the result of which will be herewith em- 
bodied. 

The case above referred to is that of Miss M. M., aged 28 years, 
who first consulted me in October, 1901. She complained of sore 
throat, cough and choking sensations. At five years of age she had 
diphtheria, followed by a severe attack of scarlet fever. The only 
apparent sequela of these diseases was a unilateral otitis media pur- 
ulata which, however, speedily healed, and gave no further trouble, 
until five years ago, when she had an attack of la grippe. This was 
attended by an acute abscess in the same ear, and there has been an 
intermittent discharge ever since. There is a large perforation of 
the posterior quadrant of the membrana tympani. The patient has 
been but little annoyed by the ear disease, and she has been able to 
keep it in check by the use of an antiseptic lotion applied with a 
match stick armed with cotton. 

The pharyngeal condition, however, following scarlet fever and 
diphtheria, although overlooked at the beginning, has gradually come 
"* Presented at the Twenty-fifth Annual Congress of the American Laryngological Association, held at 


Washington, D. C., May 12th, 1903. pean 
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to be a source of much discomfort. There is always a sensation of 
dryness with occasional spells of coughing and choking, and every 
few days there is an acute sore throat. 

The pharynx becomes very dry, especially at night, and she has 
a cough with slight expectoration in the morning. 

Upon examination of the pharynx we find the marks of extensive 
ulceration. A careful-inquiry has failed to elicit any history of 
syphilitic infection, either inherited or acquired, and inasmuch as the 
attack of diphtheria and scarlet fever was a severe one, attended by 
unusually pronounced pharyngeal symptoms, we must conclude that 
the condition is the result of this infection. } 

The posterior oro-pharyngeal wall shows a considerable loss of 
tissue, with web-shaped cicatricial contractions, and adhesions be- 
tween it and the posterior pillars of the palate. The cicatrix ex- 
tends downward nearly to the entrance to the esophagus. Although 
the movements of the soft palate are not so limited as we often find 
them, and the opening leading into the naso-pharynx not so small, 
yet they are sufficiently so, to cause considerable annoyance. I am 
now undertaking to divide the adhesions between the posterior pil- 
lars of the palate and the pharyngeal wall by a method that is not 
altogether new in its application to this region, and it has also been 
employed in operations for the relief of cicatricial contractions in the 
nostrils. It consists in passing a thread through the pillar at its 
outermost point of contact with the pharyngeal wall and leaving it 
there until the borders of the wound have healed. It is similar to 
the operation for piercing the lobes of the ears for rings. When the 
borders have healed the thread will be removed, and the adhesion 
divided with a bistoury throughout its entire length. By this method 
it is hoped that further contractions and the adhesions which usually 
follow operations for this condition may be avoided. 

I suppose I have seen my share of cicatricial deformities in various 
parts of the respiratory tract, but my only other marked case of 
pharyngeal deformity, and all the cases I have seen in other regions, 
were due to either syphilis or traumatism, and in my desire to have 
the experience of others in this matter I issued about three hundred 
letters to as many laryngologists in the United States and Canada 
asking for case records. The letters read as follows: 

Dear Doctor: Will you kindly tell me how many cases you have 
seen of acquired cicatricial deformities in the respiratory tract, due 
to causes other than syphilis and traumatism, and exclusive also of 


tonsillar adhesions? Please give number in, Ist, the nostrils; 2d, 
the pharynx; 3d, the larynx, and 4th, the trachea. 
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The reports were interesting and instructive, some of them giving 
details of special cases, and operative measures for their relief, but 
owing to the nature of the case the answers to my questions were 
only approximately correct, because some of the men gave the num- 
ber under each heading from memory only. This is as I anticipated, 
because the rarity of the condition makes it unlikely that all cases 
would be classified under that heading, and the difficulties of going 
over, in some instances, thousands of records would be almost unsur- 
mountable. On the other hand the very rarity of the condition has 
doubtless served to impress upon the memory of observers the cases 
that have been seen, and, therefore, the reports may be regarded as 
being at least approximately accurate. 


; NOSTRILS. 

In the nostrils diphtheria claims 27 cases, scarlatina 14, membran- 
ous rhinitis 10, catarrhal erosion 9, tuberculosis 3, smallpox 3, scler- 
oma septal abscess 2, measles and typhoid fever 2 each, lupus, ery- 
sipelas and pemphigus 1 each, and no cause could be determined in 
271 cases. 

PHARYNX. 

In the pharynx diphtheria claims 41 cases, scarlatina 21, diph- 
theria and scarlatina combined 6, lupus 10, tuberculosis 3, and no 
cause was discovered in 6 cases. 


LARYNX, 

In the larynx typhoid fever claims 4 cases, diphtheria 3, lupus 2, 
scarlatina, measles and tuberculosis 1 each, and no cause was dis- 
covered in 2 cases. 

TRACHEA. 

In trachea, influenza was the cause of I case. 

In the nostrils there were 347 cases, pharynx 87, larynx 14, and 
trachea 1. Total 449. 

Thus we find that 300 observers have seen 449 cases of cicatricial 
deformities in the respiratory tract that appear not to be due to 
syphilis or traumatism, and that 16 per cent of these were caused by 
diphtheria, 8 per cent by scarlatina, 3 per cent by lupus, 1.6 per cent 
by tuberculosis, 1.5 per cent by scarlet fever and diphtheria com- 
bined, 1.1- per cent by typhoid fever, and 0.5 per cent by measles. 
Other causes given in the nostrils are membranous rhinitis, catarrhal 
erosion, smallpox, scleroma, septal abscess, erysipelas and pemphigus. 

This report would seem to emphasize the importance of giving 
more careful attention to the nose and throat in the treatment of the 
above-mentioned diseases. 
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Discussion. 


Dr. J. W. Fartow had received one of Dr. Makuen’s circulars, 
but was at a loss to know how to reply to it. In thinking over the 
cases he had seen, he had always, in the absence of definite informa- 
tion, regarded the deformity as of specific origin. He had seen sev- 
eral cases of pharyngeal deformity referred to diphtheria in which 
there was an adhesion.between the posterior pillar of the fauces and 
the wall of the pharynx. In these cases there had often been a his- 
tory of a very mild diphtheria, but in his own personal experience 
adhesions had never resulted from diphtheria, so that the question 
would arise, were such cases really the result of this disease. 

‘In replying to Dr. Makuen’s circular he would be obliged to say 
that, in his experience, all deformities were referable either to causes 
not known, or to specific disease. 

He had seen one case of medico-legal importance in which ad- 
hesions were said to have been the result of trauma, the patient deny- 
ing syphilitic infection. There was no definite history of trauma, 
and he himself gave the opinion that the deformity was of specific 
origin. Others had expressed different opinions in the case, hence 
the replies to Dr. Makuen’s circulars raised a doubt as to the re- 
liability of his statistics, though the writers, of course, were hon- 
est in the expression of their opinion. 

Dr. Emit Mayer called attention to the fact that Dr. Makuen had 
limited his statistics to replies of American laryngologists. It was a 
remarkable fact that very few cases of post-typhoid laryngeal steno- 
sis had been reported by American observers, and a still more re- 
markable fact that in a very extensive literature on the subject of 
stenosis after typhoid, in Landgraf’s article in Heymann’s Hand- 
book, no attention whatever to some very excellent work done by our 
American associates seems to have been given. 

Dr. FarLow believed that the statements of patients were often un- 
reliable on this point, as while they may have been honestly made, 
the patients may be suffering from syphilis transmitted through the 
second or third generation. 

Dr. W. K. Simpson said that as concerning the pharynx and the 
larynx, the only cases of permanent cicatricial deformity he had ever 
seen were due either to syphilis or trauma. As to the diagnosis of 
diphtheria causing this condition, one must see the case at the time 
of the diphtheria in order to determine its causative effect. He had 
never himself seen post-diphtheritic cicatrization; all the cases he 
had examined, some of which were called diphtheritic, had, in his 
judgment, been specific, and unless the diphtheria was very malignant 
he did not see how it could cause any marked cicatrization. 
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Dr. C. F. THEIsen had seen one case of post-typhoid laryngeal 
stenosis calling for low tracheotomy. Patient was a man, 40 years, 
and dyspnoea was present during and after the febrile course. Later 
there was a partial loss of the arytenoid cartilage and an entire loss 
of the cricoid. The larynx was filled with a mass of cicatricial tissue, 
He was unable to pass an intubation tube or a probe through the 
laryngeal chink, even though the probe was inserted through the 
tracheal wound. 

In a second case of laryngeal stenosis following influenza, an im- 
mediate tracheotomy had been necessary. Later six to eight ounces 
of putrid pus were evacuated from the trachea and there was at that 
time a cicatricial deformity in the trachea. Patient died subsequently 
of a pneumonia. 

Dr. J. Price Brown had seen on® case of laryngeal stricture due 
to tuberculosis. Tracheotomy had been done in this case six months 
ago. The epiglottis was infiltrated unilaterally, so that the left side 
was considerably the larger. The infiltrated mass after the trach- 
eotomy had been gradually absorbed, so that the epiglottis had been 
shortened and drawn downward and backward. As a result of this, 
the larynx could not be seen. The patient was still wearing his 
tracheal tube, but was much improved in health. 

Dr. MAKUEN in closing the discussion stated that he was well 
aware of the difficulties of collecting statistics in this line and realized 
how difficult it was to be absolutely certain of the diagnosis; never- 
theless the fact that three hundred different men had reported four 
hundred and forty-nine cases of cicatricial deformities in which no 
history of syphilis or traumatism could be obtained, gave to his sta- 
tistics, he believed, considerable value. Prof. Jacob Bartolf of Basle 
had reported sixty-nine cases of cicatricial deformity in the lower 
portion of the pharynx, and in only three of them could syphilis be 
excluded. 

















SUBGLATTIC TUMORS OF THE LARYNX. 


BY RICHARD H. JOHNSTON, M.D., BALTIMORE. 

Assistant Surgeon and Pathologist to the Presbyterian Eye, Ear and Throat Charity Hospital. 

In Archivii Italiano di Laringologia for July, 1902, an article en- 
titled “Histological Researches on the Structure of the Subglottic 
Space in Regard to the Point of Election of Subglottic Tumors,” 
appeared. The writer was led to make his investigations because he 
had noticed that subglottic tumors are rare and that in the great 
majority of cases they are situated in the anterior part of the organ. 
Believing that there must be some cause for this (anatomical or 
otherwise), he began his experiments, using both human and animal 
larynges. Human larynges from three months of intrauterine life 
to eighty years of age were histologically examined, vertical and 
horizontal sections being made. From the results obtained certain 
deductions were drawn, which, whether correct or not, reflect great 
credit on the investigator for his careful and painstaking work. The 
site of election of subglottic tumors is in the anterior part of the 
larynx between the vocal cords and the lower border of the cricoid 
cartilage. In the examination of fifty human larynges, the writer 
of the above article found that the differences in structure between 
different parts of the organ referred chiefly to the distribution of the 
glands, elastic fibres and papillz. Glands begin to appear in the © 
foetus of three months. At eight months of intrauterine life, four 
principal groups of glands can be distinguished, viz: anterior, poster- 
ior and two lateral. These groups are still better developed in a 
child of 2% years. This type of distribution of glands is preserved 
in the larynges of various animals. In the human larynx from the 
age of ten years, the anterior group is much more highly developed 
than the others. The elastic fibres begin to appear at the third month 
of intrauterine life, and as with the glands, are more highly devel- 
oped anteriorly. Until 1858 our knowledge of tumors of the larynx 
per vitam was very vague. Most cases were diagnosed at the au- 
topsy. In 1767 two cases were reported by Lieutard, who did not 
make the diagnosis during life. At the autopsies one of these tumors 
was found in the subglottic area while the other was attached to the 
superior part of the trachea. Other cases were cited by Herbiniaux, 
Desault, Gerdy, Ehrmann, etc., before the introduction of the laryn- 
goscope, but their points of implantation are not’ known. In 1876 
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Fauvel collected observations in three hundred cases of laryngeal 
tumors and found that only nine were located in the subglottic space. 
Among these were embraced growths attached to the lower surface 
of the vocal cords and the anterior surface of the trachea. V. Bruns 
in eleven hundred cases noted that subglottic tumors are very rare, 
Massei in 1885 in two hundred observations mentioned the relative 
infrequency of such growths. M. Schmidt saw 672 neoplasms of 
the larynx in thirteen years. He does not state what per cent of 
these occurred in the subglottic area. Gottstein in an excellent arti- 
cle, “Die Neubildungen des Kehlkopfs,” says that fibromata some- 
times grow from the under surface of the vocal cords, and that a 
few cases of chrondromata are on record which sprang from the cri- 
coid cartilage and grew inwards filling the subglottic space. In the 
Italian article mentioned above, Nardi cites five cases'of subglottic 
neoplasms occurring in his practice. Briefly described, they were 
as follows: Case 1. Patient, aged 70, in good health except for oc- 
casional attacks of difficult breathing caused by some foreign body 
in the larynx. The laryngoscope revealed a large tumor, peduncu- 
lated, attached to the anterior wall of the larynx just below the inser- 
tion of the cords. At every respiratory act the growth would insert 
itself between the cords causing dyspnoea. Histologically a soft 
fibroma. Case 2. Patient, aged 30; hoarseness and some difficulty 
in breathing. Diagnosis, tumor of subglottic space attached anter- 
iorly in the angle of commissure. Histologically, fibroma with some 
amyloid degeneration. Case 3. Patient, aged 29; aphonia, small 
tumor attached below left vocal cord near angle of commissure. His- 
tologically, soft fibroma. Case 4. Patient, aged 47; aphonia, tumor 
attached to under surface of right vocal cord extending from the 
anterior to the posterior third. Histologically, papilloma. Case 5 
similar to case 4. Bosworth says that as a rule all forms of benign 
tumors confine themselves to the supraglottic portion of the larynx 
in adult life, although in children they occasionally extend below the 
cords. Lennox Browne describes a subglottic tumor consisting of 
two portions—one at the anterior insertion of the cords—the other 
beneath the left cord at its posterior insertion. Other cases of sub- 
glottic tumors have been reported by Burnett, Ray and Loeb in this 
country. Histologically, fibromata and papillomata have been found 
oftenest, followed by fibromyxomata and adenomata in the order 
named. In a single case the tumor was essentially mucous tissue. 
There must be some reason (anatomical or functional) for the fre- 
quent occurrence of subglottic tumors in the anterior part of the 
larynx. According to J. Soudziak it is due to the constant irritation 
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of the part through the secretion of the respiratory tract. Lacoanut 
sees the cause in a sort of hyperfunction of the anterior part. Mas- 
sei thinks there is a special predisposition of the part through con- 
stitutional reasons. Trifiletti proposes a special embryonic reason. 
Grazzi attributes it to a physical reason in the passage of air from a 
larger tube into a smaller one—this keeps up a condition of almost 
constant hyperemia and gives rise to a greater susceptibility to in- 
flammatory hyperplasia. Nardi inclines to the opinion of Grazzi that 
the current or air from a larger to a smaller tube, impinging on the 
part of the larynx containing highly developed glands and papillz 
with an abundance of loose connective tissue, tends to create hyper- 
emia and finally inflammatory hyperplasia. He contends that the 
chief cause is the peculiar anatomical structure of this region. The 
theory of Nardi is a plausible one, but there is a serious objection 
to it. Since the above conditions are of necessity present in every 
individual from the cradle to the grave, subglottic tumors ought to 
be fairly common. But we know that they are exceedingly rare and 
that most laryngologists meet with very few in a lifetime. Another 
objection to his theory is that such tumors do not invariably grow 
from the anterior wall—they are occasionally found on the posterior 
and lateral walls. In the opinion of the writer we are not in a posi- 
tion to state with any degree of certainty why the point of election 
should be the anterior wall of the larynx. All that we can say is 
that Cohnheim’s theory or Williams’ modification of it still holds 
good, and must hold good until a better one is advanced. William 
claims that all neoplasms result from cellular and not inflammatory 
hyperplasia. He holds that certain cells are stored up in the body 
as reserve cells—that these cells are controlled by a definite force 
which is always active provided the body is in good physical condi- 
tion—that if the organ suffers from malnutrition, the cells are no 
longer under control but grow, not reproducing their kind, but form- 
ing neoplasms. The theory is pretty, but the future must decide 
whether it is correct or not. In a special practice of some years, it 
has been my good fortune to see one case of subglottic tumor, and 
since such growths are rare and often interesting on account of 
some peculiar movement, I take the liberty of reporting it in detail 
and adding it to the list of those already recorded: E. C., house- 
wife, 32 years of age, mother df three (3) healthy children, came 
to the Presbyterian hospital in April, 1902. She stated that she had 
always enjoyed good health until about two years before. She had 
then experienced hoarseness, which grew rapidly worse, finally lead- 
ing to complete aphonia. She had consulted her family physician, 
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who had diagnosed nervous aphonia, and had treated her several 
months with electricity, with no benefit. Becoming alarmed at the 
persistency of her trouble and much annoyed at not being able to 
talk, she decided to consult a specialist. She complained of no pain 
and had no difficulty in breathing. The patient was apparently in 
the best of health and there were no nervous manifestations to lead 
one to think of a possible or hysterical paralysis. The examination 
of the larynx was not difficult, and the cause of her trouble was easy 
to see. Attached to the anterior wall of the larynx just below the 
insertion of the right vocal cord was a tumor, pedunculated, lobu- 
lated, of a pinkish-white color, apparently 8 or 10 mm. long and 5 
or 6 mm. broad. On phonation the tumor would rise and insert it- 
self between the cords giving rise to aphonia. As there was no evi- 
dence of malignancy, a diagnosis of benign tumor—probably papillo- 
ma—was made and removal advised. This was agreed to. As the 
throat was not sensitive, an attempt was immediately made to remove 
the growth. It was unsuccessful and the patient was instructed to 
use ice freely and to return in two days. At the second visit the 
larynx was carefully anesthetized with a 20 per cent cocaine solu- 
tion and the growth successfully removed with the Krause double 
curette. There was slight hemorrhage. The free use of ice was 
again prescribed and two days later examination revealed no trace 
of the tumor. The cords were reddened and paretic from the 
pressure of the growth. The patient was given strychnine and in 
two weeks had recovered the use of her voice. She has been under 
observation since the operation and there has been no recurrence. 
After hardening in alcohol, sections were made and stained in hema- 
toxylin and eosin. The microscopical examination showed enorm- 
ous epithelial proliferation arranged in regular layers, squamous, 
polyhedral or ovoid and cylindrical from without inward. The 
framework consisted of connective tissue sending out papille into 
the epithelium. The papillz corresponded in some respects to the 
papille of the skin. In the papillz could be seen blood vessels. The 
probable clinical diagnosis of papilloma was confirmed by the micro- 
scope. This case is interesting for several reasons. In the first 
place it was a typical subglottic growth situated in the point of elec- 
tion between the vocal cords and the lower border. of the cricoid 
cartilage. Secondly, the lack of symptoms was unusual. Though 
the tumor was situated where the full force of the expiratory air 
could strike it, there was at no time difficulty of breathing or cough 
as in most of the recorded cases. It was strange that so large a 
mass could remain in the larynx for a great length of time without 
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causing urgent symptoms. Such cases emphasize the importance 
of a careful laryngoscopic examination. Aphonia is in most cases 
yery alarming to the patient and it is gratifying to be able to give 
relief. With the removal of the tumor all symptoms usually disap- 
pear and it is one of the most satisfactory conditions with which we 
have to deal. 
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Since writing the above article, the author has had the good for- 
tune to see another case of subglottic neoplasm. The patient, a girl 
15 years old, was brought to the Presbyterian Hospital by Dr. J. I. 
Pennington. There was a marked degree of hoarseness produced 
by the position of the tumor between the vocal cords. There was no 
difficulty in respiration. The attachment of the growth could not 
be seen until after the removal which was successfully accomplished 
at the second sitting. Then it could be clearly made out that the 
broad base of the tumor was on the anterior wall of the larynx just 
below the insertion of the left vocal cord. The voice returned im- 
mediately after removal. No histological examination has as yet 
been made, but from the lobulated appearance of the tumor it is un- 
doubtedly a papilloma. 
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THE INEFFICIENCY OF THE WILDE’S INCISION.* 
BY J. MORRISON RAY, M.D., LOUISVILLE, KY. 


The recklessness of Jasser followed by the reactionary conser- 
vatism of Sir William Wilde for a long time influenced the progress 
of the surgery of mastoidal complications of suppurative middle ear 
diseases. Not until the masterly work of Schwartze on the diagnosis 
and operative treatment of these cases appeared, did the otological 
world seem to grasp the subject in all its possibilities. There are still 
prevalent in the minds of many surgeons ideas obtained from the 
early text books of Otology, and an operation which calls for an 
opening up of the mastoid cells is looked upon with fear, and is not 
resorted to until all other measures have failed. Hence, the classic 
Wilde’s incision is still too often thought all that is.necessary in 
dealing with the post-aural results of pus in the middle ear. 

Sir William Wilde and the writers who followed him for a decade 
or more seemed to be unable to clearly differentiate between disease 
of the cell spaces within the mastoid apophysis, and inflammation of 
its periosteal covering, and a simple incision down to the bone was 
declared to be all that was necessary. Soon, however, clinical obser- 
vation taught men like Agnew, Roosa, Buck, etc., that more interfer- 
ence was usually required, and they advocated in addition to the in- 
cision the use of a probe or a drill to open the cells in certain cases. 

Von Troeltsch recognized the frequent failure of the simple in- 
cision to relieve the condition in childhood. He says, “after such an 
incision and evacuation of the subperiosteal abscess, the bone may be 
found roughened or softened; the best course then is to remove the 
diseased spot and enlarge the fistulous tract which usually connects 
with the antrum mastoidea.” 

Not until more recent years do we find writers on the subject of 
mastoid disease claiming that the periosteal incision is insufficient in 
a majority of cases whether the disease follows either an acute or a 
chronic middle ear disease. 

In 1892 Blake remarked “that the efficacy of Wilde’s incision was 
purely antiphlogistic, and should in many cases be the first step in a 
mastoid operation.” 


* Read at the ninth annual meeting of the American Laryngological, Rhinologizal aad Otological 
Society, Lexington, Ky., May 1, 1903. 
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Dench in the 1894 edition of his text book on the ear, says: “In 
all cases where the Wilde’s incision is positively demanded, it will 
probably be necessary to enter the mastoid at a later period. In 
adults it should be a cardinal rule never to depend upon an opera- 
tive measure of dividing the soft parts alone. In childhood only is it 
admissible.” 

Randal says: “Wikdés incision is bad surgery. The pus is not 
usually superficial when accompanying middle ear suppuration.” 

In the latest edition of his work Politzer says: “At the present, 
the author employs Wilde’s incision only in primary periostitis of the 
mastoid process, less frequently in the past few years when painful 
swelling appears over the mastoid process during the course of an 
acute middle ear suppuration.” 

Lermoyez remarks: “In doubtful cases of acute otitis operate, but 
never depend on Wilde’s incision; it can never do good; it has never 
cured a case of cell disease and owes its reputation to errors in diag- 
nosis.” 

Broca says: “It will always be found useless, often dangerous, 
giving false security to patient and physician.” 

While a majority of those engaged in aural surgery are aware of 
the failures and insufficiency of this incision a great many cases of 
suppurative middle ear disease are seen by the family practitioner, 
and many are operated upon by general surgeons. These men are 
not aware of the lack of thoroughness in this operation. 

The difficulties that have seemed to appear to many in dealing 
with pus under the periosteum as a complication of suppurative dis- 
ease of the middle ear, is that they fail to differentiate between mas- 
toid complications occurring as a result of an acute otitis, and when 
it occurs as an acute exacerbation of a chronic suppuration. Again, 
the anatomical differences in the mastoid in the young child and in 
the adult are also overlooked. 

The squamo-mastoid fissure presents an easy avenue of escape for 
pus from the comparatively large antrum usually present in infancy 
and early life. Therefore, it is to be expected in children with sup- 
purative diseases of the middle ear for pus to pass through this de- 
ficiency in the line of union of the squama and mastoid and quickly 
collect as a sub-periosteal abscess. In fact, this can occur without 
the antrum becoming involved in the suppurative process. It must 
be borne in mind, however, that when this fissure exists the pus has 
almost as unhindered a course into the cranial cavity and in a ma- 
jority of cases where pus has found a sub-peripsteal exit through 
this fissure a subdural accumulation will also be found, and for this 
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reason, if no other, any operation that does not open the communica- 
tion with the middle ear and give free exit to the pus, is not the 
proper surgery. 

A practice often resorted to by many in acute otitis media is the 
prolonged use of hot applications. In my experience this has often 
been productive of an external otitis, which either masks the true 
condition in the mastoid or gives rise to symptoms that lead to an 
operation in cases where no interference is necessary. 

The question when the mastoid involvement in acute suppuration 
of the middle ear demands surgical interference is one of great mo- 
ment in aural practice. The work done in the ear hospitals in the 
East shows a much larger percentage of cases coming to operation 
than are shown in either the hospital or private practice of aural 
surgeons in the South and West. 

It is the observation of Bezold and others that in recent years 
acute suppurations have led more frequently to mastoid operations 
than chronic suppurations. The former says that in from one-fifth 
to one-fourth of all his cases of acute suppuration the mastoid and 
antrum was opened. 

In a large majority of cases of acute suppuration in children where 
an early free incision is made in the upper back wall of the canal, 
a so-called internal Wilde, the middle ear is drained, the antrum 
relieved of pus contained therein under pressure, and thus the proba- 
bilities of the pus burrowing through the squamo-mastoid fissure 
under the periosteum, very much lessened. 

While admitting that a certain number of cases of mastoid peri- 
osteal abscess, both in the child and in the adult, will heal after an 
evacuation of the pus, I am convinced that the operation has no in- 
fluence on the suppurating focus in the middle ear, and if nothing 
further is done and the skin incision heals, a chronic suppuration is 
established in practically every case and later grave complications 
may follow. On the other hand, if the mastoid is opened and the 
middle ear drained, the suppuration is checked and the ear returns 
to nearly the normal condition. The fact cannot be too strongly em- 
phasized that the antrum is involved in almost every case of acute 
suppuration in the middle ear, and if caries exists it is sure to take 
part in this process; therefore, any surgery directed at an ameliora- 
tion of the condition in the ear must contemplate an opening up of 
this cavity. Therefore, I am inclined to the belief that the recent 
teachings of Hessler and Politzer, that in many cases of pus in the 
mastoid in acute mastoiditis, it is not necessary to open the antrum, 
but confine the surgery to the cells, leaving the antrum intact, is sure 
to fail in many cases. 
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If drainage of the pus from the middle ear is to be accomplished, 
opening of the antrum, the one cell space always communicating with 
the tympanic cavity, is necessary. 

Uncomfortable experience has taught me that the periosteal in- 
cision, while possibly temporarily relieving the pain by evacuating 
the pus confined under the periosteum, does nothing more, and sooner 
or later other means more radical must be resorted to, not only to 
control the disease process, but to prevent further extension. 

The following cases are examples of the evils of depending upon 
a periosteal incision in an effort to relieve the conditions present. 

Case I. Child, age 4. Has had a suppurating ear for two years. 
Six weeks before I saw him he suffered from earache. A large 
swelling appeared behind the ear. This was opened by the family 
physician. For a few days this relieved his pain, but the wound 
behind the ear refused to heal. The pus in the ear was profuse and 
foul, and I was requested to see the case at my clinic. I found the 
wound behind the ear filled with granulation tissue, the canal blocked 
by a large polypus, the child emaciated and with fever. The Wilde’s 
incision was enlarged and the bone found softened. On removing 
the cortex I opened upon a large, round, glistening, white mass as 
large as a filbert. This was removed with a curette and a cavity 
opened that exposed the dura over a surface half an inch in extent. 
Connection with the middle ear was made and the polypus in the 
canal removed. The walls of the cavity were thoroughly scraped 
and packed tightly with gauze. The recovery was rapid, a large 
post aural fistula communicates with a cavity well covered with a 
thin epidermis. The drum membrane reformed, the pus discharge 
ceased and the hearing is apparently good. 

Case 2. Child, age 6. The following history was obtained: When 
two years of age he suffered from scarlet fever, which was compli- 
cated by an attack of earache which was followed by a discharge. 
The next winter he suffered from a return of the earache. This 
was followed by a swelling behind the ear. He was taken to an ear 
specialist and an incision was made into the swelling behind the ear 
and a large quantity of pus evacuated. The wound was packed with 
gauze and after a few weeks, only a small sinus marked the site of 
the wound. This has never completely healed. The ear and the fistula 
over the mastoid constantly discharge pus. He was brought to my 
clinic because recently the ear had troubled him. It was discharg- 
ing pus and the family had noticed something wrong with his face. 
When I examined him there was facial paralysis on the left side. A 
small sinus with pus escaping and filled with a mass of granulation 
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tissue was present over the mastoid. The skin around this was 
swollen and very tender on pressure. The auditory canal contained 
a large polypoid mass. He was sent to the Children’s Free Hospital 
and the following day an operation was made. The entire mastoid 
prominence was composed of granulation tissue and softened bone. 
The lateral sinus was exposed and granulation tissue removed from 
its walls. The middle ear was opened and the polypi removed. The 
wound was packed with gauze and rapidly dermatized. In three 
months the cavity behind was perfectly dry and the ear discharge 
had ceased. The facial paralysis remained as a permanent disfigure- 
ment. 

Case 3. Aman, age 56. Had an earache followed by a purulent 
discharge with pain continuing for several weeks. A sub-periosteal 
abscess developed. His family physician opened this with relief of 
pain. The opening was allowed to fill with granulation tissue and 
became obstructed, the pain returning. After a few days he passed 
into coma. When I saw him he had all the evidences of an acute 
diffuse meningitis and died in twenty-four hours. 

Case 4. September, 1898, I saw a child, age 12, with this history: 
The child was always delicate, the mother having died of tuberculosis 
in a few months after the birth of the child. When Io years old she 
suffered from a suppurating disease of the left middle ear. This was 
followed by a periosteal abscess over the mastoid, which was opened 
by the family physician and pus evacuated. The local inflammation 
subsided, but the ear has discharged pus ever since. A few weeks 
before I saw her she suffered from an attack of earache; this was 
accompanied by fever and tenderness behind the ear. One week be- 
fore she was brought to me she became semi-comatose and was in this 
condition when I saw her. Examination showed the middle ear 
blocked by a large polypus, the mastoid presented a scar from the 
former operation. Some evidence of pain was elicited on pressure 
over the mastoid. The pulse was slow, the temperature sub-normal. 
The pupils were semi-dilated and ophthalmoscopic examination 
showed choked disc and retinal hemorrhages in both eyes. I oper- 
ated the same day. After making the skin incision I found the en- 
tire prominence broken down and the space filled by a large chol- 
esteatomata. On removing this the cranial cavity was found opened 
and the dura ulcerated, an opening as large as a silver quarter being 
present. The brain tissue was necrotic and several masses came 
away by gentle scraping. No abscess cavity could be found. The 
large cavity left was packed with gauze. The child improved for 
several weeks and regained consciousness, but the brain tissue came 
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away in large necrotic masses.. The external rectus muscle became 
paralyzed and the child died in coma, sixty-three days after the 
operation. 

This case was unquestionably tubercular, corresponding in its clin- 
ical course with cases reported by Macewen, who remarks, “that in 
tubercular disease affecting the brain by extension from the mastoid, 
there is usually a tendency for the disease to become localized and 
that destructive ulceration of brain tissue and not abscess, is the most 
usual condition found.” 

I believe, had a thorough operation been done at the time the 
Wilde’s incision was made, and the middle ear thoroughly drained, 
the fatal consequence could have been averted. 

While apparently good results have been known to follow simple 
incision down to the bone, such cases, if carefully watched, will re- 
quire later a more thorough operation. And thus the patient is en- 
dangered by a second operation and the necessity of a second anzs- 
thesia, which, had the primary operation been properly carried out, 
would have been unnecessary. 

These cases are not all I have seen illustrating the evils of an in- 
complete operation, but they are enough to prove the assertion that 
simple periosteal incision is inefficient in dealing with any of the 
complications of pus in the tissues behind the ear, occurring as a 
sequence to otitis media. 


423 W. Chestnut. 














NEW LARYNGEAL INSTRUMENTS. 
BY SETH SCOTT BISHOP, B.S., M D., CHICAGO. 


Professor of Diseases of the Nose, Throat and Ear in the Illinois Medical College and in the Post- 
Graduate Medical School. 


The accompanying cuts illustrate four instruments which the 
writer has devised because he was unable to find similar ones that 
would render satisfactory service. 

Fig. 1 shows a lateral biting forceps of extra length and strength, 
with which it is possible to remove laryngeal growths that are sit- 
uated too low down to reach with the forceps commonly found in the 
market. With this we have removed growths, for example, located 





Fig. 1.—Bishop’s Long, Lateral, Laryngeal Forceps with Biting Edges. 


below the anterior commissure of the vocal cords, which it was im- 
possible to take out with the various other instruments generally 
employed for that purpose. 


Fig. 2.—Bishop’s Laryngeal Cautery Electrode. 

Fig. 2 is a laryngeal, cautery electrode of special length, patterned 
after the forceps shown in Fig. 1. It is long enough to reach 
neoplasms which are situated below the vocal cords. 

Fig. 3 shows a laryngeal applicator for introducing medicaments 
into the larynx by means of a cotton pledget twisted on the spiral 
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extremity. The handle is so constructed as to give one a firm grasp 
and to prevent it from rotating or being easily displaced while in 
use. 
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Fig. 3.—Bishop’s Medium Laryngeal Applicator. 

Fig. 4 is an especially-useful applicator in cases presenting an un- 
usual distance to the vocal bands, and where it is necessary to apply 
medicated cotton pledgets below them. 

The handle is made of a different pattern from the one shown in 
Fig. 3, not only to enable one to distinguish it from other instruments 
of a similar appearance, but in order to afford an unusually firm grip 
upon it, for in using applicators between and below the vocal cords, 
the spasm of the laryngeal muscles requires this advantageous 
feature. 
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Fig. 4.—Bishop’s Long Laryngeal Applicator. 


All of these instruments are made to incorporate certain principles 
that are requisite to success. They are firm and strong. They are 
made sufficiently long in the horizontal line to avoid interference 
with the patient’s hands as he draws upon his tongue during an 
operation, and their vertical length is sufficient to reach the parts’ 
aimed at with facility. 

The biting edges of the forceps should be kept sharp by protect- 
ing them from contact with each other when not in use. This can 
be done by twisting a thick piece of cotton between the blades and 
leaving it there until they are to be used. Instrument dealers over- 
look this important point, hence we find some of them worn dull be- 
fore they have been employed by the surgeon. 

The applicators are provided with extremities so prepared as to 
render it impossible for the cotton to become disengaged and lost 
during a treatment, if it is properly twisted on the holder. 

These instruments were made by Truax, Greene & Co. 


103 State Street. 








SOCIETY PROCEEDINGS. 


AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND 
OTOLOGICAL SOCIETY. 
Ninth Annual meeting, Lexington, Ky., April 30, May 1 and 2, 1903. 
(Continued from page 717.) 
J. A. Stucky, M.D., Lexington, Ky., President; 
WENDELL C. PHILLIPS, Secretary. 
Second Day, Friday, May 1st. 
SYMPOSIUM—OTITIS MEDIA SUPPURATIVA. 
1. “Etiology, Symptomatology and Pathology of Otitis Media Sup- 
purativa Acuta.” Norvat H. Pierce, Chicago, Ill. 
2. “The Treatment of Otitis Media Suppurativa Acuta.” 
S. MacCuen Smiru, M.D., Philadelphia, Pa. 
3. “Etiology, Symptomatology and Pathology of Otitis Media Sup- 
puiativa Chronica.” 
Cuarces W. Ricuarpson, M.D., Washington, D. C. 
4. “Treatment of the Complications of Otitis Media Suppurativa.” 
James F. McKernon, M. D., New York. 
5. “The Technique of the Radical Operation for Otitis Media Sup- 
purativa Chronica.” | Epwarp B. Dencn, M.D., New York. 
This Symposium was published completely and exclusively in the 
June, 1903, tssue of THE LARYNGOSCOPE, pages 417 to 460. 
The Inefficiency of the Wilde’s Incision. 


Dr. J. M. Ray, of Louisville. 

This paper is published in full in this issue of THe LARYNGOSCOPE, 
page 782. 
Some Unusual Mastoid Cases. 


Dr. H. Bert Eis, of Los Angeles, read this paper. The first 
case reported was one entering the hospital on September 14, 1902. 
At the time the patient was more or less irrational, talkative and 
semi-comatose. The mastoid antrum and cells were opened up and 
within a week the patient was rational, and she ultimately recov- 
ered with perfect hearing. The case was remarkable because of the 
degree of mental disturbance and small amount of disease. The sec- 
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ond case was that of a woman of zt. 48, seen last October. She came 
to him because of a right-sided facial paralysis which had suddenly 
developed one week previously. The mastoid antrum and cells were 
opened up but no pus found. A few days later acute suppuration 
of the other ear developed, but was checked very quickly. In sixteen 
days the patient returned home without any paralysis. The third 
case was a Chinese boy of seven months. The disease had been rapid 
in its onset although there was no history of previous middle-ear 
disease. Extensive bony destruction was found. In the next case, 
a girl of 4 years was operated upon under difficulties, a double mas- 
toid operation being done in a greatly enfeebled child, who became 
almost pulseless before leaving the table. Nevertheless recovery was 
satisfactory. The next case, one of paralysis, occurred in a woman 
et. 30. At the operation the cells and antrum were apparently 
healthy. They were converted into one cavity. The paralysis disap- 
peared, but. he was disposed to think there was no direct connection 
between the two. In the next case the external swelling was marked, 
and there was decided acute periostitis with necrosis, and yet no in- 
volvement of the antrum and cells. 


Two Cases of Thrombosis of the Jugular Bulb; Ligation of 
Internal Jugular. 


Dr. Norvat H. Pierce, of Chicago, reported these cases. The 
first case was one of isolated primary thrombosis of the jugular bulb. 
The patient was a woman zt. 37, with a chronic discharge from 
the left ear. On admission, on January 3, 1902, there was pain in 
the ear; the temperature was 101° I°. and the pulse 112. The next 
day the temperature was 103° and the pulse 130. The discharge 
was profuse and the pain very severe, and there was infiltration and 
marked tenderness over the mastoid. A radical operation was done, 
and the mastoid cells were found necrotic and full of pus. Necrosis 
of the bone on a level with the floor of the middle ear was found ex- 
tending inward toward the bulb. The patient’s condition was such 
that no further operative interference was done at that time. Her 
condition grew worse, and on January 6th the sigmoid sinus was ex- 
plored with negative result. The common jugular was tied on the 
following day, as grave septic symptoms continued. Afterwards 
there was marked amelioration of these symptoms, but they again 
reappeared with exopthalmos and cedema of both supra- and infra- 
orbital regions. Death occurred on January 14. The specimen was 
exhibited, and showed that the thrombus had extended up the in- 
ferior petrosal sinus to the circle of Ridley and thence to the ophthal- 
mic veins. 
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The second case occurred in a man who had been operated upon 
a month previously for acute mastoid trouble without external eyj- 
dence. The most prominent symptom was severe pain, especially 
over the occiput. He had had a chill the evening before, and on 
admission, had a temperature of 103° F. On exploration, it was 
found that the antrum had been thoroughly opened up previously. 
On chiseling away the mastoid he suddenly came upon a perisinus 
abscess, but as there were no external evidences of sinus thrombosis 
the sinus was not opened at this time. The next day there were 
chill and a rise in temperature, and the sinus: was then opened. It 
was exposed backward and then downward towards the bulb. The 
common jugular vein was tied. The temperature continued more 
or less elevated for the next three weeks, and during this time the 
pain persisted. The retinal changes which had been present before 
operation, persisted, and when seen many months later one eye was 
still unchanged. He was confident that the thrombosis had extended 
up the inferior petrosal sinus, causing secondary thrombosis of the 
jugular bulb. In his opinion, it was not at all necessary to approach 
the jugular bulb itself through a bony passage. 

Dr. E. B. DENcH said that unless it could be demonstrated that 
there was a very free flow of blood through the sinus the latter should 
be opened at the primary operation. In a recent case the sinus was 
covered with pus, and yet the sinus itself appeared to be normal, and 
he was about to refrain from opening it; nevertheless he did open the 
sinus and found there a thrombus. A delay of twenty-four hours 
represented the loss of very valuable time. He did not think‘the 
puncture of the sinus was of much value as a diagnostic aid. He 
had not seen a single case in which the incision of the sinus under 
aseptic precautions for exploratory purposes had been followed by 
an unfavorable result. Having opened the sinus and found nothing, 
he would pack and isolate the sinus with iodoform gauze. The sinus 
was destroyed, but this, he thought, was better than waiting twenty- 
four hours. He preferred the use of iodoform gauze to sterile 
gauze in cases in which the normal sinus was surrounded by sup- 
puration. He had not observed any trouble from hemorrhage after 
the first dressing. 

Dr. PIERCE said that all of the symptoms of pronounced septi- 
cemia could be obtained from necrosis of the mastoid cells them- 
selves, and that one could not tell from the course of the disease 
whether or not the sinus was involved. Even after having exposed 
the sinus for a considerable distance it was difficult to say whether 
or not there was a thrombus which occluded the sinus entirely. For 
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these reasons he felt that it was justifiable to wait from twelve to 
twenty-four hours rather than perhaps needlessly sacrifice the sinus. 
He had opened up the sinus in one case and had found absolutely 
nothing, and the patient had died a few days later. There was some 
hemorrhage on the removal of the first dressing, but it could be 
readily controlled by pressure with gauze. If fever and chills per- 
sisted he felt that the Sinus was in all probability involved, and he 
would then open the sinus. 

Dr. DENCH, in answer to a question by Dr. Richards, said that if 
any of the tributary veins were left the infection might be washed 
through them. Experience had shown that the more completely the 
tributaries were tied off the better were the results. 

Dr. W. C. PHILLIPs referred to a case in which there was very 
extensive necrosis. He had exposed not only the sinus but the cere- 
bellum, and a portion of the cerebral fossa. On opening the sinus 
there was a tremendous hemorrhage, which could not be controlled 
by any ordinary gauze pressure. After very great loss of blood he 
controlled the hemorrhage by making a cork of gauze. At the time 
oi the first dressing he took precautions against a recurrence of the 
hemorrhage, nevertheless it occurred and was very profuse. Dif- 
ficulty was again experienced in controlling it because there was no 
bone for counter-pressure. 


The Technique of Maxillary Sinus Operations. 


Dr. H. Ho_srook Curtis read this paper. 

This paper is published complete in this issue of THE Laryn- 
GOSCOPE, page 737. 
The Report of an Unusual Case of Frontal Sinusitis. 


Dr. Cornetius G. Coak.ey, of New York, reported this case, one 
in which there was an absence of a septum in a frontal sinus. The 
patient was a woman of 62 who had previously enjoyed good health 
except for an attack of grip in 1898. In July, 1899, she began to 
suffer considerably from frontal headache, which ceased in a few 
weeks. In January, 1900, there was a swelling noticed about the 
right eye, and the eye was displaced downward. On January 28th it 
ruptured spontaneously, and discharged thick and slightly offensive 
pus. There was no discharge in the posterior nares. In October 
of that year she consulted the late Dr. W. B. Noyes, who advised her 
to return home for a radical operation on the frontal sinus. The 
fistulous opening was enlarged and a portion of the right frontal 
sinus was removed and the cavity curetted. No drainage tube was 
inserted in the naso-frontal duct. After some months packing was 
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discontinued, and simple irrigation employed. The irrigation treat- 
ment was continued daily for about one year. She then came under 
the speaker's care, i. ¢., in January, 1903. The fistula was still pres- 
ent, and a probe, passed between the outer wall and the middle tur- 
binate, encountered a small polypoid mass, which bled freely. The 
mucous membrane of the left nasal cavity was normal. Transillum- 
ination of the antrum gave perfect illumination on each side. Both 
frontal sinuses gave practically no illumination. The right middle 
turbinate was removed under cocaine. The underlying ethmoid cells 
were found filled with pus and granulations. These were all cleaned 
out and the catheter was passed into the right frontal sinus. The 
patient was advised to have the left frontal sinus explored first, and 
this was done. On January 4th, 1903, under chloroform, an incision 
was made and the sinus opened. Thick pus escaped. The opening 
was enlarged until all parts could be explored by direct illumina- 
tion. A similar opening was made in the anterior wall of the right 
frontal sinus. No trace whatever of a septum between the two 
sinuses could be found. Every trace of mucous membrane was re- 
moved from the frontal sinus cavity. There was a median posterior 
offshoot, and this gave no little concern. The entire cavity was 
packed with strips of iodoform gauze, and this packing was not re- 
moved for two weeks, there being no discharge and no elevation ot 
temperature. The probe then detected no dead bone. Irrigation 
showd the naso-frontal duct to be occluded. The cavity was wiped 
dry and repacked, and thereafter at intervals of about one week the 
packing was changed without irrigation. A remarkable feature was 
the fact that the total quantity of discharge did not amount to three 
drachms. The interesting features aside from the abscess of the 
septum, were the very large size of the sinus and its healing without 
any osteoplastic operation. 
DISCUSSION. 

Dr. G. L. RicHarps opened the discussion on the two preceding 
papers. He said that he had had one case of double frontal sinus- 
itis on which he had operated at two different times, and had in time 
been able to establish communication between the two. In a recent 
case the probeepassed upward and considerably beyond the median 
line. 


Dr. L. A. Corrin referred to a recent case in which there had 
been no subjective symptoms, but the boy had been brought to him 
because of a bulging of the forehead. He opened the right side first, 
supposing there was a double sinusitis. The bone was found to be 
as thin as writing paper, and the sinus was filled with pus. A small 
sequestrum of bone was found in the sinus, and in probing, he 
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thought the instrument passed through the septum. On opening the 
other side he found a perfectly healthy sinus, and could discover no 
communication with the right sinus. On removing the dressing on 
the second day the left sinus was found to be entirely healthy. 
Whether or not the sequestrum was merely the septum between the 
large sinus and what appeared to be an accessory sinus he could not 
say, but the probe passed almost to the middle of the left eye. A 
week or two ago a laboring man had presented himself with a 
fistula, as in Dr. Coakley’s case. An early opeartion would have 
prevented him for some time from earning his living, and hence the 
speaker contented himself with taking off the entire middle turbinate, 
curetting the ethmoid cells and establishing good drainage. This 
relieved the pain. 

Dr. CHEVALIER JACKSON, of Pittsburgh, said that his lamp would 
show the septum in the frontal sinus if the sinus was normal. 
Where transillumination showed a diseased lining in the maxillary 
antrum he did not feel satisfied with a mere examination with the 
probe, and for that reason he made an opening in the canine fossa 
sufficiently large to admit the finger for examination and for break- 
ing down any septa that might be present. To keep the opening 
patent for some time he made use of a small canula made of malleable 
metal, and after its introduction it was expanded by means of an 
alligator forceps, and was'thus retained. It could be removed with 
slight force and without doing anv harm to the tissues. 

Dr. Price Brown asked Dr. Curtis if there was any age limit 
after which he would not do the radical operation for antral disease, 
and if an aged person, would he do the operation in the anterior 
meatus or in the canine fossa. 

Dr. THomas Husparp, of Toledo, said he had used guttapercha 
in some cases, and had found it a very poor material unless the plugs 
were changed very often, because it retained septic matter and exu- 
berant granulations formed. By vulcanizing and polishing the ma- 
terial it was rendered less likely to retain septic matter. 

Dr. C. G. Coaktey said he had been deeply interested in Dr. 
Curtis’ paper because it showed clearly the faults of treatment that 
was not radical. In his opinion, acute cases of antral suppuration 
were not uncommon, particularly after an attack of the grip. He 
had ‘never seen one of these cases in which the diagnosis had been 
made by actual puncture and washing that.had not recovered after a 
very few washings. His present treatment was to wash out the 
antrum every other day with normal saline solution, and blow out 
afterwards any 1emaining fluid. He was not referring to cases 
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arising as a result of disease of the pulp of the teeth, for they did 
not do so well under washing. He had never felt that he could ap- 
proach these cases through the middle meatus because this opening 
was ordinarily so completely covered with the middle turbinate, 
For this reason he cocainized and made the puncture at the outer 
wall. In cases in which antral disease was suspected he did not hesi- 
tate to puncture, for, if done under aseptic precautions, it was at- 
tended by little or no risk. 

Dr. Norva H. Pierce said he still claimed. that the antrum could 
be reached occasionally through the natural opening. It was dif- 
ficult, if not impossible, to get through the natural ostium in a 
natural position when the turbinate was of the normal size, but in 
these cases of antral disease accessory openings were frequently pres- 
ent, as had been proven by Zuckerkandl. It was probably through 
these that one gained entrance to the antrum. He believed it was 
good practice to make an attempt to enter through the natural open- 
ing before resorting to puncture. 

Dr. Frep C. Coss, of Boston, said that the dentists onns to have 
great difficulty in detecting bad teeth and differentiating them from 
good teeth, and hence one could not rely upon their decision in de- 
ciding upon making an operation. The washing out certainly re- 
lieved the pain, but he questioned whether it materially shortened 
the duration of the disease. He also doubted the efficacy of curetting 
the mucous membrane, because when the antrum became a reservoir 
for pus a polypoid condition existed in this cavity, and the condition 
was cleared up when the ethmoid was treated. 

Dr. Curtis did not understand that Dr. Coakley had advanced 
arguments in support of the opinion that the septum had not been 
destroyed. He recalled one case in which by merely touching the 
septum with a probe the instrument passed through, showing how 
easily a solution of continuity of the septum could be produced. 
With regard to age limit, he would say that the third operation de- 
scribed was particularly appropriate for aged people. He did not 
vulcanize the guttapercha tubes, but if the patient were going away 
for some time he had the tubes finished up in this way by his dentist. 
The point made about vulcanizing them was a good one. He had 
experienced no trouble from retention of septic matter in the gutta- 
percha. The test by heat and cold often enabled one to detect dis- 
ease of the teeth. 

Dr. CoAKLEy said he had had several cases of double empyema 
without communication between the sinuses. Mention had been 
made of secondary cavities, and it was well known that they not in- 
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frequently existed and constituted a bugbear in operating. For this 
reason a sufficiently large opening should be made in the anterior 
wall to make sure that such peculiarities were not overlooked. He 
did not doubt that an opening might have been made in a septum un- 
der the tension that must have been present, but in his case there was 
absolutely no trace of any septum having existed, and the sinus itself 
was very large. He had just learned from Dr. C. W. Richardson 
that he had opened up a sinus in which a septum was present, and 
at a second operation he had found the septum entirely gone.. 


Third Day, Saturday, May 2. 
The Eustachian Bougie; Its Use and Abuse. 


Dr. M. A. GoLpsTEIN, of St. Louis, read this paper. 

This paper was published in the July 1903, issue of THe Laryn- 
GOSCOPE, page 515. 

The Possibilities and Limitations of the Electrolytic Bougie in the 
Treatment of Chronic Hypertrophic Catarrhal Deafness. 

Dr. ArtHuR B. Duk, of New York, read this paper. 

This paper was published in the July, 1903, issue of THe Laryn- 
GOSCOPE, page 523. 

DISCUSSION ON PAPERS OF Drs. GOLDSTEIN AND DUEL. 

Dr. CHEVALIER JACKSON said that it was his opinion that the best 
method of treating the tube was by leaving it alone and treating the 
nose and nasopharynx. He had given the electrolytic bougie a faith- 
ful trial, and had found no greater relief than from other irritants, 
and no permanent benefit. The tube opened more quickly, it was 
true, but the final result was no better. 

Dr. GeorGe L, Ricwarps said he had practised the method, and 
had encountered the breaking of the bougie, but had been unable to 
fairly understand the reason for the occurrence of this accident. In 
one case it was broken off at about 12mm. The patient never knew 
of the accident, and it gave rise to no discomfort. In another case 
the bougie had been passed only once, and the result had been per- 
manently good except that the tinnitus had not been improved. In 
another case the hearing became worse and the woman suffered from 
a paralysis of the tear canals on the corresponding side. The method 
was certainly one which called for careful selection and the use of 
plenty of time, at least an hour. Ordinarily he employed the treat- 
ment from five to ten minutes with 4 or 5 m..a. and 30 volts. 

Dr. W. C. PHitiips said that for one year his clinic had been used 
for studying this method of treatment. The one case of mastoid- 
itis reported had occurred in that service in spite of the employment 
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of a very careful technique. However, he thought it could be posj- 
tively asserted that there were certain cases of severe tinnitus which 
were caused by obstruction in the Eustachian tube. If the obstrue- 
tion were mucus it would be temporary; if due to thickening of the 
membrane or a stricture it would be more permanent. If the ob- 
struction could be overcome and air made to pass, it was probable 
that the tinnitus would be relieved and that the deafness would not 
increase. He had used the electrolytic bougie on a large number of 
patients, and while Dr. Duel appzared to be rather enthusiastic on 
the method, it was capable of accomplishing very good results. He 
was of the opinion that temporary influence of the current enabled 
the operator to pass the stricture more easily than could be done with- 
out it; but that further than that the electricity was of no value. He 
commended the treatment solely for this aid given by the current. 
He had broken off one or two bougies in the tube while carefully 
demonstrating the method to the class. It should not be employed 
except by one having an excellent armamentarium and perfect con- 
trol of the current. , 

Dr. SARGENT F. Snow, of Syracuse, said that he had had no ex- 
perience with the electrolytic bougie. He had used the hard rubber 
bougie at one time, and believed its use favored absorption, but in 
recent years he had abandoned it because by other and simpler means 
he had secured equally good results. He rarely met with a case of 
chronic catarrh of the middle ear and Eustachian tube that was not 
due to more than one cause. Almost invariably there was a nasal 
factor, and it required removal. He seldom encountered a bad case 
of deafness unless there was in addition a systemic element. The 
electrolytic treatment was directed only against the obstruction of 
the Eustachian tube, and the other factors were ignored. Recent ob- 
servations had convinced him that in autointoxication, chiefly from 
the intestinal tract, was to be found a very potent factor in chronic 
catarrhal deafness. 

Dr. W. L. BALLENGER, of Chicago, said that one should not over- 
look the difference between galvanism, electrolysis and cauteriza- 
tion. By galvanism was meant that method of applying electricity 
so as not to result in an appreciable breaking down of the tissue. By 
electrolysis was meant that softening effect on tissue which resulted 
from the current, but was not attended by sloughing or abrasion of 
tissue. By cauterization was meant a more powerful or concentrated 
effect of the galvanic current, characterized by sloughing or absolute 
and rapid destruction of tissue. Apparently Dr. Goldstein had con- 
fused these terms. In the method under discussion that strength of 
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current should be employed which would produce only electrolysis. 
Dr. Phillips had declared his belief that the electrolytic effect lasted 
only during the passage of the current, but this, in the opinion of the 
speaker, was an error. Certain of the tissues were broken down by 
electrolysis into their primitive elements. hydrogen gas being liber- 
ated at the negative pole. The effects of electrolysis lasted much 
longer than the passage of the current ; probably they lasted for some 
hours longer because of the liberation of gases and other chemical 
products in the tissues. His experience had been that this method 
of treatment was not of great value, and he based this opinion large- 
ly upon the experience of surgeons with electrolysis in the treatment 
of urethral stricture. Some years ago the method was much in 
vogue, but at the present date it was but little employed except by 
those who made a specialty of electrotherapy. Genito-urinary sur- 
geons in general were of the opinoin that the method was not very 
reliable, and certainly in the Eustachian tube the conditions for its 
employment were much less favorable. If the current strength were 
slightly in excess irritation would result, with the throwing out of 
cells which would ultimately cause the formation of fibrous tissue and 
eventually render the condition of the tube worse than before. 
While, therefore, the method might be used in selected cases, par- 
ticularly those which were hypertrophies rather than genuine stric- 
tures, the danger of the method in the hands of the average prac- 
titioner must be such that he would enter a protest against at least 
any enthusiasm regarding this treatment. 

Dr. Dunbar Roy said that. he had been using the electrolytic 
bougie about four years, and before that, and even up to the present 
time, he had used the whalebone bougie a great deal. The value of 
the latter was certainly very great, and it was capable of giving 
equally as good results in the same class of cases as the electrolytic 
bougie. The personal equation undoubtedly entered very largely 
into this question, the determining factor being largely one of deli- 
cacy of touch and skill in instrumentation. Dr. Goldstein had said 
that with the bougie he could obtain a good idea of the state of the 
mucosa in the Eustachian tube, but his own experience was that when 
the bougie passed the free end of the catheter leading into the 
Eustachian tube it rubbed against the edge, and made it im- 
possible to determine whether it was rubbing against the catheter 
or the mucosa. He did not think any living man could tell just when 
the end of the electrolytic bougie was going to pass into a fold of 
mucous membrane. He depended entirely upon inflation and auscu- 


lation for knowledge of the condition of the mucosa. Every catheter 
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could not be made to pass into the tube, and for that reason he al- 
ways made use of a malleable silver catheter which could be bent 
to fit any nasopharynx. Having determined the size of the naso- 
pharynx and the probable distance to the opening of the Eustachian 
tube, the catheter was bent so that it would just go into the tube. 
If the catheter were not passed directly into the tube, only a little air 
would pass into the tube. The end of the catheter must fit thor- 
oughly into the end of the Eustachian tube. Regarding inflation 
after the use of the electrolytic or the ordinary bougie, he would say 
that he never inflated because he had had one or two very severe 
cases of emphysema extending well down to the neck. 

Dr. E. B. DENCH said that after a very large experience he could 
not say that in the majority of cases the electrolytic bougie pre- 
sented any great advantage over the ordinary bougie. The manipu- 
lation with the electrolytic bougie, it was true, was a little easier. 
He could only recall one case in which the tube appeared to have 
remained more patent after the electrolytic than after the ordinary 
method. This was counter-balanced by another case in which, after 
repeated use of the electrolytic bougie, one treatment by the ordi- 
nary bougie gave a permanent result. He. therefore, looked upon 
the method as a valuable one, but not one which was going to prove 
curative in any large number of cases which could not be equally well 
treated by older methods. One great advantage of the simple bougie 
was that applications could be made directly to the Eustachian tube, 
and this was of value even after the electrolytic bougie had been 
used. His own plan was to make use of a cotton-tipped wire dipped 
in various medicaments. One excellent clinician claimed that he had 
found the electrolytic method particularly useful because he had met 
with many strictures at the mouth of the Eustachian tube, and these 
yielded very easily to the current. Dr. Dench added that he had 
shown this gentleman that by simply bending his bougie a little 
more he could pass it easily into the tube without any use of the 
current, and that by the aid of the latter he had succeeded simply be- 
cause he had caught and passed through certain folds of mucous 
membrane at the orifice of the Eustachian tube. 

Dr. GOLDSTEIN, in closing, said that if the value of the electrolytic 
bougie was considered to be due to the galvanism, then it was only 
through its vasomotor action. It was quite probable that this ac- 
tion was valuable. But by the term electrolytic he understood de- 
struction of tissue, either on the surface or under the mucous mem- 
brane, and in either case it would result in evil. The question of 
whether the treatment involved the employment of galvanism or of 
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electrolysis should be settled without delay. The relief of tinnitus, 
as has been said, was often very marked with the electrolytic bougie 
when it could not be obtained by the cold bougie, and this he ex- 
plained by the effect of galvanic stimulation. It was well known 
that galvanism would relieve subjective symptoms whether used in 
the Eustachian tube or applied in some other manner to the nervous 
system of the ear. Ifthe results were only temporary, as appeared 
from the discussion, then the cold bougie gave practically the same 
result as the electrolytic bougie. The majority of the strictures oc- 
curred at the isthmus tubi, and it was not improbable that the ruge 
might be responsible, as Dr. Dench had suggested, for many of the 
brilliant results claimed for the electrolytic bougie. He had not 
observed any melting of the strictures from the use of the galvanic 
current in this way. 


The Value of Exploratory Puncture of the Membrana Tympani. 


Dr. Dunpar Roy, of Atlanta, read this paper, reporting the his- 
tories of two cases. 

This paper was published in the August, 1903, issue of 
THE LARYNGOSCOPE, page 601. 


DISCUSSION. 

Dr. M. A. GOLDSTEIN opened the discussion. He said that at the 
meeting of the Middle Section of this society, held last year, he had 
presented a paper on influenza otitis, and had discussed therein the 
value of a liberal incision of the membrana tympani in this type of 
case before there was even a bulging of this membrane. He had 
carried out this method in a number of cases with very satisfactory 
results. In many of the cases the operation was done during the 
stage of congestion and while the membrane was retracted. The 
value of this incision he believed to be undoubted, as it not only gave 
relief, but provided drainage. 

Dr. CLEMENT F, THEISEN said that he understood that explora- 
tory puncture was done by Dr. Roy when there was simply a red- 
ness of the drum with bulging. There was no doubt that many cases 
could be aborted by such early incision, yet he believed that there 
was a certain danger of making this incision unless one was certain 
that there was fluid in the tympanic cavity which would probably 
become purulent. He based this opinion upon the great danger of 
introducing infection from without. In some of these cases the use 
of the aural bougies recommended by Dr. Richards would give re- 
lief and abort the case with less risk to the patient. In children un- 
less general anesthesia were employed the spear-shaped instrument 


was almost a necessity because of the rapidity of ‘manipulation de- 
manded. 
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Dr. Snow heartily commended Dr. Roy’s paper and firmly be- 
lieved that the general adoption of this method would greatly re- 
duce the number of mastoid cases. He had never known puncture 
of the drum membrane to lead to any harm if properly done. He 
had had a case very similar to the last one reported by Dr. Roy. In 
that one there were symptoms pointing strongly to intracranial mis- 
chief, and he had advised immediate operation but could not obtain 
consent at that tinie. The next day there was a rupture of the drum, 
a free discharge of serous fluid, and coincidentally all of the urgent 
symptoms disappeared. He was now using bromide of ethyl as the 
anesthetic in connection with the opening of the drum membrane, 
and found it well suited to these cases. 

Dr. Roy said he did not advocate puncture of the drum membrane 
simply for redness, but he intended to advocate incision of the mem- 
brane without waiting for bulging, provided there were symptoms 
pointing strongly to otitis. 

Case of Pyogenic Brain Disease Associated with or Caused by 
Acute or Chronic Nasal Suppuration. 

Dr. THomAs Hupsarp, of Toledo, presented this paper. 

This paper was published in extenso in the September issue of 
THE LARYNGOSCOPE, page 682. 

DISCUSSION. 

Dr. W. C. PHILirs thought the author was to be congratulated 
on calling attention to such a very important subject, which was 
of interest not only to the otologist, but to those who also treated 
diseases of the nose and throat. One should not lose sight of the 
fact that any condition of the nose and nasopharynx accompanied by 
a constant flow into these cavities of infective material of any kind, 
rendered the ear peculiarly susceptible to a sudden invasion of the 
infectious process. This fact was well exemplified in the cases re- 
ported in this paper. A very common cause of acute mastoiditis was 
well known to the grip infection, and this became seriously compli- 
cated in cases in which there was already an active or passive sup- 
purative process going on in one of the accessory cavities. 

Dr. Price Brown said that as most of these cases were connected 
with atrophic rhinitis or ozcena the condition should receive particu- 
lar attention. These cases were so exceedingly chronic, and were so 
little improved by treatment, that a practitioner was prone to forget 
the necessity of keeping the parts.clean. If the parts were kept clean 
such serious results would be much less likely to happen; hence, the 
practical lesson to be learned from this paper was obvious, and should 
be impressed upon the minds of all. 
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Dr. C. F. THEISEN said that this paper taught one very impor- 
tant lesson long ago brought out by Griinwald, /. ¢., that an atrophic 
rhinitis was always secondary to a sinus suppuration. 

Dr. James E. LoGan, of Kansas City, asked if any special exam- 
ination had been made of the sphenoidal body in the cases reported 
in the paper. He agreed with the previous speakers that the papers 
had brought out a very important point, i. ¢., the involvement of the 
accessory sinuses in atrophic conditions. He felt satisfied that in 
the cases reported some involvement of the sphenoidal body was 
present. The pathology suggested by Fraenkel and others, i. ¢., 
that a pathological condition antedated an hypertrophy, was certainly 
not to be credited at the present day. Many suppurative conditions 
prone to involve the middle ear, would be found to be antedated by a 
suppurative condition in the accessory sinuses. 

Dr. GOLDSTEIN said that the paper taught the absolute necessity 
of a very careful and minute examination of the nasal cavities and 
their accessory spaces for the association of a possible mastoid com- 
plication in these suppurative processes. 

Dr. Huppard, in closing, said that he had presented the subject in 
this light for the special reason emphasized in the paper.. Three of 
the cases might have been reported merely as mastoid cases, but he 
had taken another point of view to bring out the necessity for study- 
ing the accessory sinuses to determine the prognosis in cases requir- 
ing mastoid operations. The pathology of ozcena did not seem to 
him of great importance in this connection. He would rather incline 
to the view that ozcena was an atrophic disturbance. He regretted 
that the autopsies could not be made more exhaustive. 


Further Observations of Tic Douloureux and Cranial Neuralgia 
from Intranasal and Sinus Pressures. 


Dr. SARGENT F. Snow, of Syracuse, presented this paper. He 
said that in the twenty cases he had observed and treated he had 
seen none which required excision of the nerve to obtain relief. 
Each one showed marked intracranial pressure or a collection in some 
of the accessory sinuses. The acute forms he had seen accompanied 
cold or sinus accumulations. The subacute form might present an 
equal degree of pain, but did not clear up with the removal of nasal 
obstruction. A pain shooting outward and upward pointed to in- 
volvement of the anterior ethmoid, while a. pain radiating around 
the lower jaw was commonly relieved by opening the sphenoid. The 
author was of the opinion that at least 80 per cent of these cases were 
dependent upon intracranial pressure. 
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Dr. Price Brown said, regarding the comparative frequency of 
tic douleureux arising from pressure within the nasal cavity, that 
when the pressure was circumscribed, as of the middle turbinate 
upon the septum, the pressure was apt to be very intense. Fre- 
quently there was enormous pressure produced by growths, as for 
example, when the cavity was filled with polypi, without the causa- 
tion of neuralgia. He had observed more pain from the pressure of 
the middle turbinate, but sometimes the enlargement was a compen- 
sation for the lower turbinate, and then there was not usually so 
much pain. In cases of pressure from antral abscess causing pain, 
the latter was spasmodic and occurred occasionally, whereas the pain 
from septal pressure was always continuous. 


Life Insurance and Diseases of the Ear. 


Dr. WENDELL C, PHILLIPs, of New York, presented a paper with 
this title. He said that he had originally intended to submit statistics 
from the medical examiners of the various life insurance companies, 
but the results of communications addressed to about thirty of these 
companies had been very disappointing, with regard to obtaining the 
desired statistics. It became apparent that whatever the rules of 
any company, the final action taken was not dependent upon any sta- 
tistical data. The replies indicated that the companies were anxious 
to obtain such statistics. Regarding the penalization of applicants 
who had suffered from acute or chronic otitis media no very definite 
information could be obtained further than the existence of such 
penalization. Nearly all of the companies refused or postponed such 
applicants, while two or three companies accepted such applicants 
on an extra premium. One company had a sub-standard class in 
which they accepted applicants having ear discharges. Some of the 
companies accepted these applicants except when the discharge was 
bloody or gritty, pointing to involvement of the bone. The writer 
then said that Schwarze’s statistics pointed to 13.05 per cent of all 
cases of aural disease being of the chronic suppurative variety. In 
three of the large London Hospitals there were 8,028 deaths, in 45 
of which death was due to aural suppuration, giving one death to 
128 from this cause. Randall, out of 5,000 aural cases reported 15 
deaths due to aural suppuration, or one in every 133. In a period 
of eight years at the Manhattan Eye and Ear Hospital there were 
64,858 aural cases, out of which there were 218 presenting serious 
intracranial complications. Statistics seemed to indicate that the 
dangerous consequences from suppurative disease of the ear were 
most frequent between the ages of 20 and 30. The writer was of 
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the opinion that continuous discharge with foul odor should be looked 
upon as evidence that the person was a bad life insurance risk. 
Large perforations and apparently free drainage, while militating 
somewhat in favor of the patient, should not be considered as a 
guarantee against the extension of the necrotic process. Radical 
operative interference was destined to become an important factor 
from a life insurance standpoint. 

Dr. E. B. DENCH said that the paper was of special value, coming 
as it did from one having large experience in otology. The paper 
presented facts rather than opinions, so that discussion was not in 
order except as regards the conclusions. He had been surprised, 
with his increasing experience, to note how frequently a chronic 
purulent otitis with a large perforation would remain dormant for 
a period of from one to five years, and would then suddenly develop 
all of the symptoms of an acute otitis. Formerly he had been of the 
opinion that when there was a large perforation in the drum mem- 
brane and free drainage the patient was quite as free from danger 
as though there had been no suppuration; but he would change this 
opinion at the present time, and state his belief that while the person 
was comparatively safe, he was by no means entirely out of danger. 
He agreed with the reader of the paper that probably the radical 
operation would remove absolutely all menace to life, even though 
the discharge had not been absolutely controlled. However, cases of 
labyrinthian fistula should be excluded here. 

Dr. DunBaR Roy said he had greatly enjoyed this paper, and be- 
lieved it to be in the right direction, because otologists were con- 
sulted from time to time regarding applications for life insurance. 
It had always seemed to him that cases presenting distinct fetor were 
always severe ones, and could not be controlled except by the radical 
operation. He would give a fairly favorable prognosis as regards 
the insurance risk when there was no distinct odor. 

Dr. BALLENGER referred to a boy of about 8 years on whom he had 
done a radical mastoid operation, and death had occurred six or 
seven years later from meningitis. It was one of his earliest opera- 
tive cases, and it was possible that the operation had not been a com- 
plete one. He did not know positively that the meningitis was of 
otitic origin. While the presence of a fetid odor was not usually 
a favorable omen, he knew that the odor might be present in cases 
showing no dangerous element. Some years ago he had presented 


a paper on this subject, though not founded on such extensive sta- 
tistics. 
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Dr. SNow expressed the opinion that when a competent otologist 
believed he had removed the cause of the ear disease the life insur- 
ance companies should be more lenient towards such applicants. He 
believed that in not a few very serious and obstinate cases, presenting 
no history of syphilitic taint, a good result was only obtained after 
the free administration of iodide of potassium. A case in point was 
narrated. 

Dr. PHILLIPS, in closing the discussion, thanked Dr. Ballenger for 
having reported a fatal case after mastoid operation and supposed 
cure. The existence of a fetid odor was important because it indi- 
cated the presence of necrosis. This was an important subject, be- 
cause it made it possible for certain applicants for life insurance to 
be accepted if they submitted to the radical operation. 


Teratoma of the Ear. 


Dr. WiLL1AM C, BralsLin, of Brooklyn, sent a report of this case, 
which was read by the Secretary. The auditory canal was complete- 
ly blocked by the tumor. A Wilde’s incision was made and the en- 
tire ear was carried forward with the external auditory canal, and 
the tumor then removed. The tumor was attached to the periosteum 
of the bony canal, and was enclosed in a capsule. On gross section 
it appeared to be studded with particles of cartilage. Examination 
showed it to be a teratoma. 


Officers for the ensuing year were elected as follows: President, 
Norvat H. Pierce, M. D., Chicago, Ill. Vice-Presidents, Guo. 
L. Ricuarps, M D., Fall River, Mass.; CHEVALIER Jackson, M. 
D., Pittsburg, Pa.; RepMonp W. Payne, M. D., San Francisco, 
Cal.; Joun T. Woopwarp, M. D., Norfolk, Va. Secretary, WEN- 
DELL C. Puitiips, M. D., 40 West 47th St., New York City. 
Treasurer, Ew1nc W. Day, M. D., Westinghouse Building., Pitts- 
burg, Pa. 
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Tubercular Laryngitis During Pregnancy and Labor.—N. Gop- 
SKESEN, (Copenhagen)—Archiv f. Laryngol. Band xiv Heft 2. 





The paper is based on a study of 48 cases gathered by the author 
from various sources. 

The generally received opinion as to the great fatality of the con- 
dition as regards both mother and child is fully borne out. 

In regard to treatment, G. distinctly favors the induction of abor- 
tion if the case occurs early in pregnancy and is actively progressing, 
and if the woman’s condition is otherwise satisfactory. No matter 
whether severe or not when seen, if the process is active, abortion 
should be induced. 

If seen later in pregnancy, and the lungs are also involved, a 
tracheotomy should be done, in order to avoid a suffocative attack 
during labor, and. to enable the patient to go through the gestation. 

As a rule, the local treatment should be mild and such as is cal- 
culated to allay the patient’s sufferings. 


A short history of each of the 48 cases is given. 
VITTUM. 


Lipoma of the Faucial Tonsil.— Ricnarp Derive (Leipzig)— 
Archiv f. Laryngol. Band xiv Heft 2. 


After dweliing on the extreme rarity of the affection (the author 
could only find one case each reported by Biazzi, Haug, Avellis, 
Amory de Blois, (and two by Onodi), tbe details of the author’s case 
are given. 

The subject was a woman of 46 years, just past the menopause. 
The symptom (for this seemed to be the only one) was dysphagia. 
The tumor was small, and situated near the upper extremity of the 
left tonsil. It was removed with the cold snare, and the microscope 
showed it to be a simple lipoma. The patient could swallow much 
better immediately after the operation, 

The paper ends with some remarks on the etiology of submucous 


fibromata, but nothing new is brought out. 
VITTUM. 
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A New Operation for the Cure of Nasal Synechiz.—E. V. Nay. 
RATIL, (Budapest)—Archiv f. Laryngol. Band xiv Heft 3. 


In this case of most extensive syphilitic synechiz, the author laid 
open the nose for a distance of 4 c.m.; then, after cutting out the 
synechial bands, he transplanted pieces of skin from the patient’s 
thigh into the two opposing raw surfaces. No tampon was used to 
hold these apart, but they united and the result was said to be satis- 
factory. 


VITTUM. 


Three Cases of Polypi of the Tonsil (Tonsilla Pendula).—M. 
HopmMann—Revue Heb. de Laryngol., D’Otol. et de Rhinol, 
Mar, 21, 1903. 


The first was a tumor of the size of a bean, with a small pedicle 
inserted into the anterior pillar near the base of the tonsil. On re- 
moval, the microscope showed it to be true tonsillar tissue. It had 
given rise to a constant desire to swallow. 

The second case was a girl of 12 years, who suffered from symp- 
toms similar to the above. The polypus was three centimeters long 
and the width of the little finger. It was attached to the internal 
face of the anterior pillar. 

The third case was a fibroma five centimeters long and three cen- 
timeters in width, inserted into the posterior pillar, and causing 
paroxysms of spasmodic dyspnoea, especially when the tumor became 
displaced and came forward into the mouth. 

W. SCHEPPEGRELL. 


Chancre of the Upper Gum.—KaurmMAnn—Presse Med., No. 12, 
p. 103. 1903. 


The etiology in this case is of special importance, the patient being 
treated by a dentist at the time, and it was a question as to whether 
or not he had been infected by the instruments. Fortunately for the 
sake of antisepsis, the cause was otherwise explained. 

W. SCHEPPEGRELL. 


An Improvement in the Local Treatment of Diseases of the 
Throat, Nose and Ear.—E. B. GLeason—WMed. Bulletin, May 
1, 1903. 


The latest organic silver salt to be used in the various inflamma- 
tory conditions of the nose and throat, is Argyrol. 
It is freely soluble in water and on account of a distinct gummy 


character that such solutions possess, it adheres tenaciously to the 
mucous membrane. 
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In chronic otorrhcea two or three applications of a 50 per cent 
solution repeated for a few weeks was sufficient to bring about a 
cessation of the discharge. 

In cases of attic disease, associated with the exposed bone or chol- 
esteatomatous masses, a 50 per cent solution was painted over the 
region affected. : 

The most satisfactory results were obtained in cases of atrophic 
rhinitis and ozcena. <A 20 per cent solution was painted over the 
affected area. : 

In naso-pharyngitis, pseudo-membranous pharyngitis, and follicu- 
lar tonsillitis, as well as in inflammatory conditions of the larynx, its 
beneficial effects are rapid and without any ill-effects. 

STEIN. 


The Histological Structure of Bony Cysts of the Nose, with Some 
Remarks on their Growth and Origin.—J. Kixucui (Japan) 
—Archiv f. Laryngol. Band xiii Heft 2. 


K. ranges himself alongside those who regard these structures 
as abnormalities rather than as the result of pathological processes. 
The paper is based on the study of four cysts removed in toto from 
the cadaver, and on eleven cases partially removed by operation on 
the living. To this is added the study of a fcetal middle turbinal 
examined by the author. 

He regards the presence of a well-developed mucous lining to the 
cavity as an absolute refutation of their inflammatory origin. The 
view that the cysts originate by a rolling in of the middle turbinal 
together with a rarifying osteitis, is met with the objection that inas- 
much as the side of the middle turbinal is provided with cavernous 
structures, we ought to find a similar structure somewhere on the 
internal surface of the cyst. This, however, is not the case. 

In the cases studied various inflammatory conditions were found 
and the mucosa lining the cysts was found in various conditions of 
hypertrophy, softening, etc. 

The author’s foetal case is as follows: In the middle turbinal of 
a four months’ foetus he discovered a spot where the mucosa with 
its epithelial layer dipped down into the hyaline cartilage, which as 
yet showed no signs of ossification. This he regards as the begin- 
ning of a cyst. 

In recapitulation, K. says: 

“The bony cyst may originate during the cartilaginous period of 
the foetal turbinal. My case points to the fourth rhonth. I regard 
them as misplaced ethmoid cells, because the condition of the internal 
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mucous lining is identical with that of the ethmoid cells. Their 
mucous glands are gathered around the exit of the cyst. The en- 
largement or thinning of their bony walls would gradually take place 
by resorption following a diminishing inflammation.” 

VittuM. 


Endoscopy of the Nose and its Accessory Sinuses.—A.rrep 
HirscHMANN (Berlin) —<Archiv. f. Laryngol. Band xiii Heft 2. 


In this article, which is the result of work done on 21 cases of 
disease of the sinuses, the author uses a cystoscope 4 mm. in dia- 
meter. The work done was mainly in connection with disease of the 
maxillary sinus, and the instrument was only used for diagnostic 
purposes. For this reason it was necessary to make only a small 
opening through the alveolus (6 mm.). Of course it will require 
much more extended use of this method to settle many mooted points, 
but it is of interest that in one or two instances where the central 
mucosa was covered with granulations, the corresponding nasal cav- 
ity was filled with polypi. On the other hand, H. saw one case of 
normal mucosa where the nasal cavity was filled with polyps. 

In one case of rhinitis atrophicans foetida, the mucous lining of the 
antrum was found to be entirely normal. This case has a hearing 
on the mooted question of the participation of the antrum in ozcena. 

The author is convinced of the value of this method of examina- 
tion, both from a diagnostic standpoint, and as a means of scien- 
tifically studying antral disease. 

VitTUM. 


Intranasal Sarcoma. Report of Three Cases.—G. H. BicknELL— 
Western Med. Rev., Feb., 1903. 


The first case was that of a man 38 years old. Suffered from 
almost incontrollable nose-bleed. A small, bluish-gray tumor, soft 
and flabby, and bleeding profusely on manipulation with a probe, 
protruded from beneath the middle turbinal. It was removed witha 
snare, but recurred at the end of two months, when it was removed 
again. One month later the same thing occurred. A week follow- 
ing, patient died of symptoms simulating thrombo-plebitis. 

The second case was also in a man, 30 years of age. The growth 
filled the right nostril causing deformity and pain. Its attachment 
was just above the middle turbinal. It was dissected out and meas- 
ured two and a half inches in length and an inch and a half in 
diameter. No recurrence or trouble followed after a period of four 
years, 
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The third case was in a man in whom the right nostril was in- 
volved. Three radical operations were performed.. Recurrence 
has taken place on the opposite side, but the growth is slow in 
growing. 

STEIN. 


The Eye and Ear Complications of Measles.—L. D. Brose—/nd. 
Med. Jour., March, 1903. 


Preceding the outbreak of the skin eruption and occurring with 
the prodromal fever we have the exanthem of the mucous membrane 
of the eye, middle ear, upper air and oral passages. It consists of a 
diffuse injection and intumescence of the mucous membrane, with a 
grouping of the blood vessel injection into irregular reddish patches 
or spots and with punctiform extravasations. 

As the middle ear is affected in most every case of measles, the 
author reviews the difference in opinion as expressed by various 
writers as to the cause. Tobeitz, believing that ear disease origin- 
ates independently from extension by continuity of tissue, likens 
it to a form of manifestation of the disease just as the skin lesion 
isone. On the other hand Wagenhauser believes the trouble to exist 
as a result of extension of the inflammation from the naso-pharynx 
by way of the Eustachian tube. Bezold holds a similar view to that 
of Tobeitz. 

Bacteriological examination of the exudate showed streptococcus 


sometimes almost in pure culture. 
STEIN. 


A Case of Tracheo-Bronchial Diphtheria in an Adult; Tracheot- 
omy; Sudden Death.—M. P. Castainc—Rerue. Heb. de 
Laryng. D’ Otol, et de Rhinol., May 30, 1903. 





The patient was a woman of 41 years, who had developed pro- 
gressive dyspneea for two weeks without any preceding sore throat. 
On her arrival at the hospital, the patient had great difficulty in 
breathing, and the cyanosis was so great that it was decided to per- 
form tracheotomy at once.. The incision of the soft parts gave issue 
to dark blood characteristic of asphyxia. The introduction of the 
canula was difficult. In a second attempt the canula was inserted, 
but the patient at once fell in a respiratory syncope. 

While artificial respiration was being practised, the canula was 
withdrawn and the finger introduced into the opening, where it met 
with an obstruction occupying the whole trachea.- By means of for- 
ceps a complete mould of the trachea and of the right bronchus was 
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easily removed. <A second attempt brought out a mould of the left 
side, but, in the meantime the heart had stopped beating. 

The false membrane had the appearance of the pseudo-membrane 
of diphtheria, and a bacteriologic examination confirmed the diag- 
nosis. In this case death was due to the crowding of the non-adher- 
ent false membrane by the end of the canula, which caused a com- 
plete blocking of the respiratory passage. This is an occurrence not 
unusual in children, but rare in the adult. 

W. SCHEPPEGRELL. 


Treatment of Acute Otitis Media.—Pirrre BruneL_—Revue Heb. 
de Laryngol., D’ Otol. et de Rhinol., June 6, 1903. 


From his experience with these cases, Brunel offers the following 
conclusions : 

1. Unless pain appears, use some method of local bleeding, and 
as free as possible. 

2. Before incising the drum, refrain from all insufflation of air 
into the middle ear in order to avoid microbian infection. 

3. Do not be in a hurry to practise paracentesis; do this only in 
case the drum is sclerotic, or if the pains are intolerable and resist all 
ordinary methods of relief. 

4. The drum having been opened, irrigate only with the greatest 
gentleness and prudence. 

5. Ifthe discharge is extremely abundant, open the antrum, even 
if the apophysis is not painful, in order to establish good drainage, 
to avoid complications, and obtain a rapid and radical cure. 

6. If the apophysis is painful, or if the posterior superior border 
of the canal is affected, the antrum certainly contains pus, and it is 
absolutely necessary to open it. To delay in such cases is to expose 
the patient to complications always grave and frequently fatal. 

W.. SCHEPPEGRELL. 


The Cortical Centres of Speech and Smell.— A. Onop1 (Budapest) 
—Archivf. Laryngol. Band xivHeft 1. 


A recapitulation of the fine anatomy of the part of the brain pre- 
siding over these functions, and a discussion of various cases bearing 
on the subject. The paper must be read at length to be appreciated. 

VITTUM. 
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BOOK REVIEWS. 


The American Illustrated Medical Dictionary, For Practitioners and 
Students of Medicine. By W. A. NEWMAN DorLanp, A.M., M.D., Asst. Ob- 
stetrician to the University of Pennsylvania Hospital, Fellow of the American Acad- 
emy of Medicine, Editor of the ‘‘American Pocket Medical Dictionary,” etc., tc. 
Third Edition, revised and enlarged; handsome, large octavo, nearly 800 pages, 
bound in full flexible leather. Philadelphia, New York, London; W. B. Saunders 
& Co., 1903. Price, $4.50, net; with thumb index, $5.00, net. 

A complete dictionary of the terms used in medicine, surgery, dentistry, phar- 
macy, chemistry and all kindred branches, including much collateral information of 
an encyclopedic character, together with new and elaborate tables of arteries, mus- 
cles, nerves, veins, etc.; of bacteriology in full; eponymic tables of diseases, opera- 
tions, signs and symptoms, stains, tests, methods of treatment, etc., etc. 

The author, in this neat volume has combined the advantages of the large med- 
ical lexicon and the abridged students’ dictionary, eliminating all their disadvantages. 
It is a convenient word book, containing in addition such encyclopedic knowledge as 
is of value to the medical man, presenting all in such full, yet concise form, that it 
becomes a pleasure to consult it. By careful and constant revision the author has 
kept pace with the progress of medical science, and in this volume presents to the 


profession a work of much value. 
M. A. G. 


The American Pocket Medical Dictionary. LZspecially recommended 
for Students and the Busy Practitioner. Yourth revised edition, greatly en- 
larged. By W. A. NEWMAN DorLanp, A. M., M. D., Asst. Obstetrician to the 
Hospital of the University of Pennsylvania. Containing the pronunciation and defi- 
nition of the principal words used in medicine and the kindred sciences; with 566 
pages and 64 extensive tables. Philadelphia, New York, London; W. B. Saunders 
& Company, 1903. Flexible leather, with gold edges, $1.00, net; with thumb in- 
dex, $1.25, net. 

In this little work, now in its fourth edition, we have a pocket dictionary equaled 
by none. Several thousand of the newest terms that have appeared in recent medical 
literature have been added, and the entire work carefully revised. 

Since the work has come to us for review, we have had many occasions to refer 
to it for definitions of new words, and in no instance have we been disappointed. 
We believe that the work in its new form will meet more fully than ever, a real de- 


mand on the part of physician and student. 
M. A. G. 
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Nose and Throat Work for the General Practitioner. By Gzorce L. 
RicHarps, M. D., Fellow American Laryngological, Rhinological and Otological 
Society; Fellow American Otological Society; Associate Editor Annals of Otology, 


Laryngology and Rhinology; Otologist and Laryngologist Fall River Union Hos- 
pital, Fall River, Mass. Price $2.00. Published by International Journal of Sur- 
gery Co., N. Y. 


This book deserves special mention because of the commendable efforts of the 
author to select from the large field of Laryngology and Rhinology, such matter as 
may be of practical value to the general practitioner. The chapters are concisely 
written, and only the most necessary data for a clear understanding of the subject 
are presented. 


From the reviewer’s point of view, it would be advisable not to encourage the 
general practitioner to attempt as much surgical treatment in Rhinology as is outlined 
in this volume. We believe the general practitioner needs only slight encourage- 
ment to over-step his limit in this direction, and that the result may too often be 
detrimental to the patient. ‘Too much leeway for the general practitioner,”’ is the 
only criticism which can be offered of this excellent book. 

With more elaboration and additional pathological data, this volume could be 
made an excellent practical manual for the Nose and Throat specialist. 

M. A.G, 


The Pathology and Therapy of the Ear and of the Upper Respiratory 
Passages. By Pror. Dr. GIUSEPPE GRADENIGO, of the Royal University of 
Turin; assisted by Dr. E. S, CASSANELLO. Paper bound, 8 vo., 968 pages, pro- 
fusely illustrated with 278 figures in the text; published by S. Lattes & Co., via 
Garibaldi, 3, Turin, Italy; 1903. 


It is a noteworthy fact that the present year has produced three splendid Otologi- 
cal classics, and that by authorities representing three countries particularly active in 
this field of medicine. Viz: The new Third Edition of Dench, in America; the last 
English translation of the standard work of Politzer, of Austria; and the First Edi- 

‘tion of the volume now under consideration, of Gradenigo in Italy. 


In a series of thirty-two complete lectures delivered to the classes of the Royal 
University of Turin, Prof. Gradenigo presents the pathology and therapy of the ear 
and upper respiratory tract exhaustively. It is the first complete presentation of the 
subject of the modern and progressive Italian school. 


Characteristic of this author are the careful and minute descriptions of the meth- 
ods of examination, and especially of the tuning fork and hearing tests with which 
his name has been so prominently identified. Another interesting feature is the 
variations of technique and instruments as they differ from those of American and 
English aural surgeons. The illustrations are original and well produced. 


We certainly hope that this excellent classic will soon find a competent English 
translator, so that our American and English confreres may all become familiar with 


the practical methods of the foremost Italian workers. 
M. A. G. 





